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Editorials 


LENGTHY PAPERS NOT DESIRABLE 

At a meeting of the Secretaries Conference, 
J)linois State Medical Society, a few years ago, 
Dr. Olin West, Secretary of the A.M.A., in dis- 
cussing a paper dealing with the problems of 
publishing a medical journal said: “I recently 
heard of an incident in which a physician had 
written what was, in his opinion, a very splendid 
scientific paper, and sent it to the editor of a 
certain journal, ‘The editor sent it back with 


a letter saying that while it contained some very 
excellent material, it was much too long, much 
too involved, and would not be read in its present 
form, and asked the writer to cut it down. He 
received in answer an insulting letter to the 
effect that the writer knew what he wanted to 
say and how to say it. Of course, he did not get 


very far with that. The editor told him, how- 
ever, that he was going to take the liberty of hay- 
ing the paper revised and would then submit it 
to him. He turned it over to a manuscript edi- 
tor who reduced it by about half and it was then 
returned to the physician without any comment 
or any marks of identification. A telegram came 
back saying that this was the best paper on the 
subject the gentleman had ever read, adding, 
“You can throw mine in the waste basket.” It 
was his own paper, properly edited, with some 
of his idiosyncrasies eliminated. The paper was 
published in its revised form and created a good 
deal of favorable comment. 

The trials and tribulations of an editor, or any 
officer of any medical society, are great, as you 
all know. 





SWEEPING VICTORY FOR AMERICAN 

MEDICAL ASSOCIATION OFFICIALS, 

FOUR MEDICAL BODIES AND TWEN- 
TY-ONE INDIVIDUAL DOCTORS 


Organized medicine won a sweeping victory 
in the Washington, D. C., District Court, July 
26, when Justice James M. Proctor sustained 
the physicians’ demurrers to an indictment 
charging four medical bodies and 21 individual 








102 


doctors with violation of the Sherman Anti-Trust 
Act. 

The court cleared the doctors in the trust 
case and held that the profession is not a trade. 

The decision of Justice Proctor was the first 
major victory scored by organized medicine in 
the long drawn court battle in which the gov- 
ernment charged that certain physicians and 
their organization were guilty of “restraint of 
trade” against group health association, its mem- 
bers, Washington hospitals and the Harris 
County Medical Society of Texas. 

As we go to press with the August issue, an 
official copy of the decision was not available. 
However, by prompt action and strenuous effort 
we utilized available facilities and procured a 
copy of The Evening Star, Washington, D. C., 
newspaper, Wednesday, July 26. The Evening 
Star prints the decision of Justice Proctor in 
full. 

The importance of Justice Proctor’s decision 
is far-reaching. The positive reasoning of the 
Justice should have a pronounced stabilizing in- 
fluence upon the wavering, weak-kneed small 
minority within the profession who have been 
manifesting a defeatist attitude from the very 
inception of the controversy. 

In our effort to aid in giving the decision the 
widest possible publicity at the earliest oppor- 
tunity, we are quoting freely from The Evening 
Star. 

“Characterizing as a question of first impor- 
tance” whether medical practice’ is a_ trade 
within the meaning of Section 3 of the Sherman 
Act, Justice Proctor flatly declared: “In my 
opinion it is not.” 

Upon this contention the Government had 
based one of its principal charges. 

The decision, 12 pages long, went into the 
case comprehensively. 

One point on which Justice Proctor disagreed 
with the counsel for the physicians was on the 
constitutionality of the Sherman Act. 

Explaining that doctors had argued the stat- 
ute was “too vague and uncertain to fix a def- 
inite standard of guilt, or inform one accused 
of violating it of the nature and cause of the 
accusation,” Justice Proctor declared: 

“T do not agree with the argument. If I did, 
the circumstances would not justify me declar- 
ing the statute invalid, for that would be un- 
necessary, hence inappropriate in view of my 
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holding that the indictment is bad on other 
grounds.” 

The defendants in the case were the Ameri- 
can Medical Association, The Medical Society of 
the District of Columbia, The Washington 
Academy of Surgery and the Harris County 
Medical Society of Houston, Texas. 

The 21 individual doctors include the high- 
est officials of the American Medical Association 
and several leaders of the Medical Society of 
the District of Columbia. They are: 

From the American Medical Association—Dr. 
Morris Fishbein, editor of the Journal of the 
American Medical Association; Dr. Olin West, 
secretary and general manager; Dr. William 
Creighton Woodward, director of the Bureau of 
Legal Medicine and Legislation; Dr. William 
Dick Cutter, secretary of the Council on Med- 
ical Education and Hospitals, and Dr. Roscoe 
Genung Leland, director of the Bureau of Med- 
ical Economics. 

From the Medical Society of the District of 
Columbia, these officers and former officers: Dr. 
Arthur Carlisle Christie, Dr. Coursen Baxter 
Conklin, Dr. James Bayard Gregg Custis, Dr. 
Thomas Allen Groover, Dr. Robert Arthur Hooe, 
Dr. Leon Alphonse Martel, Dr. Thomas Ernest 
Mattingly, Dr. Francis Xavier McGovern, Dr. 
Thomas Edwin Neill, Dr. Edward Hiram Reede, 
Dr. William Mercer Sprigg, Dr. William Joseph 
Stanton, Dr. John Ogle Warfield, Jr.; Dr. Pren- 
tiss Willson, Dr. Wallace Mason Yater and Dr. 
Joseph Rogers Young. 

Justice Proctor sharply criticized certain fea- 
tures of the indictment handed down by an ad- 
ditional Federal grand jury just before Christ- 
mas. He declared the indictment “smacks” of a 
“highly colored, argumentative discourse.” 

At another point Justice Proctor charged “the 
indictment is afflicted with vague and uncertain 
statements.” In some instances, he added, ma- 
terial facts are entirely lacking. 

In deciding that medical profession was not 
a trade within meaning of Section 3 of the Sher- 
man Act, Justice Proctor based this on a deci- 
sion of the United States Supreme Court in the 
ease of the Atlantic Cleaners & Dyers vs. the 
United States. aa 

Going into some length on this issue and 
quoting from the Supreme Court decision, he 
said: “Thus we have this recent controlling de- 
cision defining the word trade and expressly ex- 
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cepting the learned professions of which admit- 
tedly the practice of medicine is one.” 

Justice Proctor held that neither Group 
Ilealth Association, its members, nor the Wash- 
ington Hopitals were engaged in the kind of 
trade which involves traffic in goods or buying 
and selling in commerce and exchange. 

The business of the association he contended, 
was not of a manual or mercantile nature. 


TEXT OF MEDICAL OPINION 


The full text of the opinion handed down by Justice 
James M. Proctor in District Court, on the demurrer 
to the indictment against the American Medical Asso- 
ciation and others—in which the Government lost and 
the doctors won—appears below. 

The indictment charges a conspiracy to restrain trade 
in the District of Columbia in violation of Section 3 of 
the Sherman Anti-trust Act. The defendants are Amer- 
ican Medical Association, a national organization of 
physicians; two of its subordinate bodies, the Medical 
Society of the District of Columbia and Harris County 
Medical Society of Houston, Tex.; also the Washing- 
ton Academy of Surgery, not fully identified, and 21 
individual doctors, all members of the national body, 
some officers thereof, other members and officers of the 
Medical Society of the District of Columbia. All de- 
fendants have demurred to the indictment. It is very 
long, and only abbreviated references will be made to 
such parts as are deemed necessary to this decision. 

Group Health Association, Inc. (hereinafter called 
association), is alleged to be an association of Govern- 
ment employes, engaged “in the business of arranging 
for the provision of medical care and hospitalization to 
its members and their dependents on a risk-sharing 
prepayment basis.” Medical care is provided by a staff 
of salaried practitioners engaged in group practice un- 
der a medical director. A clinic is maintained, and 
limited hospital expenses are defrayed for the members 
and their dependents. 

The defendants are alleged to have conspired (1) to 
restrain the association in its business of arranging for 
the provision of medical care and hospitalization to its 
members and their dependents, (2) to restrain such 
members in obtaining by co-operative efforts, adequate 
medical care for themselves and their dependents from 
doctors engaged in group medical practice, (3) to re- 
strain doctors serving on the medical staff of the asso- 
ciation in pursuit of their callings, (4): to restrain 
other doctors in the District of Columbia, including 
some of the individual defendants, in pursuit of their 
callings and (5) to restrain Washington hospitals in 
the operation of their businesses. : 

The demurrers raise basic objections to the indict- 
ment. Of first importance is the contention that none 
of the alleged restraints has reference to a trade; that 
Section 3 comprehends only those occupations in com- 
mercial life carried on in the marts of trade activity; 
therefore, that the medical profession and the business 
of the association and hospitals do not constitute “trade”’ 
within the purview of the statute. Against this conten- 
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tion, the Government’s position is that all who are 
occupied in any activity whereby they supply money’s 
worth for full money payment are engaged in trade; 
that Section 3 does cover all such activities; therefore 
that the practice of medicine and the businesses of the 
association and hospitals do fall within the scope of 
the statute. 

Is medical practice a trade within the meaning of sec- 
tion 3 of the Sherman Act? In my opinion it is not. 
I think the matter is settled by the Supreme Court in 
the case of Atlantic Cleaners & Dyers vs. United 
States, 286 U. S. 427. That case squarely presented 
the question whether “trade” is used in a narrow sense, 
as importing “only traffic in the buying, selling or ex- 
changing of commodities,’ or in a broader sense. It 
fairly called for a definition of the word. This the 
court undertook to give. In so doing, it declared that 
the word “trade” was used in Section 3 of the Sherman 
Act in the general sense attributed to it by Justice Story 
in the case of the Schooner Nymph, 1 Summ. 516; 18 
Fed. Cases 506, No. 10,388. The court, intending to 
give a full and broad meaning, adapted for its own defi- 
nition for “trade” the language of Justice Story in that 
early case, quoting therefrom as follows: 

The argument for the claimant insists that “trade” 
is here used in its most restrictive sense and as equiva- 
lent to traffic in goods, or buying or selling in com- 
merce or exchange. But I am clearly of opinion, that 
such is not the true sense of the word, as used in the 
32d section. In the first place, the word “trade” is 
often and, indeed, generally used in a broader sense as 
equivalent to occupation, employment or business 
whether manual or mercantile. Whenever any occupa- 
tion, employment or business is carried on for the pur- 
pose of profit, or gain, or a livelihood, not in the liberal 
arts or in the learned professions, it is constantly called 
a trade. Thus, we constantly speak of the art, mys- 
tery or trade of a housewright, a shipwright, a tailor, 
a blacksmith and a shoemaker, though some of these 
may be and sometimes are, carried on without buying 
or selling goods. 


PROFESSION ExprESSLY EXCEPTED 


Thus we have this recent controlling decision defining 
the word trade and expressly excepting the learned 
professions of which admittedly the practice of medi- 
cine is one. The decision is in harmony with others 
rendered before and after the Cleaners and Dyers case. 
See Fed. Trade Comm. vs. Raladam, 283 U. S. 643; 
Graves vs. Minnesota, 273 U. S. 400 and Semler vs. 
Board, 294 U. S. 608. The restraint alleged against 
the doctors in specifications three and four of the 
charge are clearly not within the purview of the statute. 
I cannot accept the refinements of thought whereby it 
is argued by the Government that the Court in quoting 
Justice Storey was not defining “trade,” but merely 
illustrating the narrow and broad concepts of the word. 
Nor does the decision lend any support to the idea that 
by enacting Section 3 Congress intended to exercise all 
its plenary power over the District of Columbia to 
prohibit restraints against all business activities of 
the citizen. The Court has simply said that Congress 
meant to deal effectively with the evils resulting from 
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contracts ,combinations and conspiracies in restraint of 
trade—not all restraints upon every business pursuit, 
but only those affecting trade. 

Doubtless, in the fullness of its power over the Dis- 
trict, Congress could have prohibited restraints upon all 
occupations of the citizen. But there is nothing in the 
history of the legislation to suggest the need for such 
a broad reach of power and clearly it was not intended. 

The Government has cited many English and Ameri- 
can cases dealing with restrictive covenants ancillary to 
agreements by doctors concerning the sale or conduct 
of their practice, in which the courts have applied the 
common law doctrine as to “contracts in restraint of 
trade.” It is argued that these cases have, in a legal 
sense, drawn medical practice within the orbit of trade, 
giving to the word a common law meaning to include 
the professions. From. this, it is further argued that 
at common law restraints upon the practice of medicine 
were “restraints of trade’ and that Congress in the 
Sherman Act used the term in such a sense. But those 
cases are beside the point. 

They do not involve any question as to whether medi- 
cine is a trade. They accepted the universal under- 
standing of it as a profession. Nor do they define 
“trade.” They merely apply a rule of law. At most, 
such cases serve only to illustrate the development of a 
legal doctrine, having its origin in contracts concerning 
tradesmen, which became known as the doctrine 
“against restraint of trade,” and which in course of 
time was extended and applied to agreements by doctors 
respecting their professional practice. 


Must Finp Statute SANCTION 


The case of Pratt vs. Medical Association, 1 K. B. 
244, upon which the prosecution places much reliance, 
is interesting in the similarity of facts there proven 
and here alleged; yet the legal aspects differ greatly. 
The suit was a civil action in tort by the plaintiff doc- 
tors to recover damages for malicious injury to their 
means of livelihood: The claim was ground upon com- 
mon-law principles which hold every man liable in dam- 
ages for wrongful injury to another’s means of liveli- 
hood. 

Combination was not the gist of the action; that cir- 
cumstance only increased the damage. So here, if the 
livelihood of group practitioners has been injured by the 
wrongful acts of the defendants, they too have redress 
in a civil court. But the charge in the present case 
is criminal, and to stand must find its sanction solely 
in the statute. 

Coming now to other specifications of the charge, 
one, two and five. Is the association, or are its mem- 
bers or the hospitals, engaged in trade within the mean- 
ing of Section 3 of the statute? The association is 
alleged to be a non-profit co-operative association of 
Government employes engaged in the business of ar- 
ranging for the provision of medical care and the 
hospitalization to its members and their dependents. 

The plan and purpose, it is charged, was to hinder 
and obstruct the association procuring and retaining on 
its staff qualified doctors; to hinder and obstruct its 
doctors from the privilege of consulting with others and 
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using the facilities of Washington hospitals, and to 
hinder and obstruct the association in obtaining access 
to hospital facilities for its members and its doctors 
from treating and operating upon their patients in hos- 
pitals. The foregoing references to Washington hos- 
pitals in the plan set forth forms the only support for 
the fifth specification, charging a purpose to restrain 
the business of operating said hospitals. 


Apoptep Story DECISION 


In previous discussion of the cleaners and dyers’ case, 
I have expressed the view that the court is giving to 
the word “trade” its full meaning adopted the definition 
of Justice Story as its own. That definition covers both 
the narrow and the broad understanding of the term. 
Its most restricted sense comprehended “traffic in goods 
or buying and selling in commerce and exchange.” 
Manifestly, neither the association, its members nor the 
hospitals are engaged in that sort of trade. 

Nor do they, in my opinion, come within the broader 
class of manual or mercantile pursuits carried on for 
profit or gain without buying or selling goods. The 
business of the association was not of a manual or mer- 
cantile nature. It was a non-profit co-operative insti- 
tution whose corporate object was to render service in 
providing medical and hospital care for its members. 
The argument for the Government that the business 
of the cleaners and dyers involved merely the sale of 
service, and yet was held to be a trade, overlooks the 
fact that the very essence of that service was the skill- 
ful use of labor and material, quite equal to the “art, 
mystery or trade” of a tailor, blacksmith or shoemaker, 
mentioned by Justice Story in illustration of manual and 
mercantile pursuits falling within the category of trade. 

Other Federal and State decisions bear out the con- 
ception of trade as an occupation or pursuit of a mer- 
cantile character. See Semlar vs. Board, 294 U. S. 
608; Toxaway Hotel Co. vs. Smathers & Co., 216 U. S. 
439; U. S. Hotel Co. vs. Niles, 134 Federal 235; Harms 
vs. Cohen, 279 Federal 276 (as to musical composers) ; 
People vs. Klaw, 106 N. Y. S. 341 (as to the theater) ; 
Metropolitan Co. vs. Hammerstein, 147 N. Y. S. 532 
(as to grand opera) ; Werth vs. Fire Insurance Com- 
panies’ Adjustment Bureau, Inc., 171 S. E. 255 (as to 
the insurance business) ; Whitcomb vs. Reid, 31 Miss. 
569 (as to dentistry), and State vs. McClellan, 31 A. L. 
R. 527 (as to the laundry business). 


Position HELD EXTREME 


The thesis of Government counsel taken from the 
opinion in Brighton College vs. Marriott, 1 K. B. 312, 
316 that “trade” embraces all who habitually supplies 
“money’s worth for money payment” and their con- 
tention that the statute should be so broadly construed 
represents an extreme position which does violence to 
the common understanding of “trade,” rejects authori- 
tative decisions of our courts and ignores cardinal rules 
of statutory construction. 

Their proposition encompasses all gainful work of 
the citizens. Can it be supposed if Congress had any 
such drastic intention it would not have made the pur- 
pose clear? Certainly it is not for the courts to stretch 
an old statute to fit new uses for which it was never in- 
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tended. United States vs. Gradwell, 243 U. S. 476, 488. 
That would be nothing short of “judicial legislation.” 
The charge that members of the association were re- 
strained (specification 2) is devoid of legal substance. 
Their efforts to obtain medical care is expressed through 
the medium of the association, a corporate entity dis- 
tinct from the individual members. Upon no theory can 
they be treated as engaged in the business of the cor- 
poration. 

Finally, when the indictment is carefully studied in all 
its parts, each in relation to the others, it is difficult to 
escape the conclusion that in its substantial realities the 
scheme set forth directly centered upon various forms 
of restraint to be exerted against physicians in render- 
ing treatment and care to their patients, and that all 
else is incidental to that design. If restraint upon doc- 
tors was the only real direct and immediate effect, any 
indirect effects upon the association or hospitals would 
not suffice to support the charges as to them. Standard 
Oil Co. vs. United States, 283 U. S. 163, 179; Nash vs. 
United States, 229 U. S. 373. 


SUFFICIENCY OBJECTIONS 


The defendants have raised objections to the suffi- 
ciency of the indictment as a pleading. These go mainly 
to the claim that many of the allegations dealing with 
essential and material features of the charge are vague, 
indefinite and uncertain. The objections are far too 
numerous to deal with separately, There is merit to 
many of them. The indictment is afflicted with vague 
and uncertain statements. In some instances material 
facts are altogether lacking. An important instance 
concerns the charge that one purpose of the conspiracy 
was to restrain the business of the Washington hospitals. 

The indictment is barren of any statement of the 
business methods used by a single hospital in the letting 
of facilities and service to patients. This is fatal to that 
particular specification, for without such facts it can- 
not be known whether loss of patients through opera- 
tion of the scheme would injuriously affect the economic 
welfare of any hospital. 

Moreover, the particular plan and purpose of the con- 
spiracy as respects the hospitals is only inferentially 
stated in that part which deals with the plan and pur- 
pose of the scheme as against the association and its 
doctors. Such a method of stating the material part 
of the charge does not meet the fundamental require- 
ment that a criminal accusation be stated fully, clearly 
and with directness and certainty. United States vs. 
Hess, 124 U.. S. 483; United States vs. Geore, 54 A. P. 
P., D. C. 30; McMullen vs. United States, 68 A. P. P., 
DD. & 302; 


INDIVIDUAL CHARGES QUESTIONED 


A question also arises as to whether the charge is 
laid against the individual doctors named in the caption. 
This is due to the pleader’s statement that they “will 
be referred to hereinafter as the individual defendants,” 
whereas thereafter the charge itself is laid only against 
“the defendants,” who the caption indicates include only 
the several medical societies. It does seem that as to 
such simple, yet all-important matters, an indictment 
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should be so drafted as to exclude any question what- 
ever. 

The inducement, as well as the charging part, setting 
forth the plan and purpose and acts done to effectuate 
the conspiracy, abound in uncertain statements. Infer- 
ence, opinion and conjecture are also freely indulged. 
This is especially so in the inducement, much of which 
seems unnecessary to a statement of the charge. It is 
questionable whether some of it would be deemed rel- 
evant and competent in proof of the offense. Every 
indictment should be confined to a clear and dispas- 
sionate statement of essential fact. Thus, an accused 
can better know the exact offense with which he is 
charged, and will not be confused in making his de- 
fense. Ordinarily improper matter in the indictment 
unnecessary to support the charges will not vitiate the 
indictment. It will be treated as surplusage and disre- 
garded. But I doubt if such tratment would suffice to 
relieve these defendants of the prejudice likely to arise 
by an indictment which smacks so much of a highly 
colored, augmentative discourse against them. It must 
be remembered that when a case is finally submitted to 
a jury for their secret deliberations the indicement 
goes with them. 


ILLEGAL OPERATION CONTENTION 


The contention is made that the association is operat- 
ing illegally in the fields of medicine and insurance; 
that as its activities are unlawful they do not come un- 
der the protection of the statute against restraints of 
trade. The indictment describes the association as a 
non-profit, co-operative society, organized under the 
laws of the District of Columbia, engaged in the 
business of arranging for the provision of medical care 
and hospitalization to its members and their dependents 
on a risk-sharing prepayment basis. This is enough to 
indicate that it was organized under those sections of 
the general corporation laws providing for incorpora- 
tion of societies for benevolent, charitable, educational, 
literary, musical, scientific or missionary purposes, in- 
cluding societies formed for mutual improvement or 
promotion of the arts. Thus, the view is strengthened 
that the association was not engaged in trade, for such 
corporate functions clearly would not fall under that 
category. However, I do not think it can be said from 
the bare allegations of the indictment, taken in their 
entirety, that the association is engaged in medical prac- 
tice or insurance. Whether or not that is so could bet- 
ter be decided upon the evidence if in a trial it should 
be deemed pertinent to inquire into the question. 

Finally, section 3 of the Sherman Act upon which the 
indictment is founded has been attacked by defendants 
as unconstitutional. It is argued that the statute is 
too vague and uncertain to fix a definite standard of 
guilt or inform one accused of violating it of the nature 
and cause of the accusation. I do not agree with the 
argument. If I did, the circumstances would not justify 
me declaring the statute invalid, for that would be un- 
necessary, hence inappropriate, in view of my holding 
that the indictment is bad on other grounds. 

The several demurrers to the indictment are sustained. 
Judgment will be entered accordingly. 
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LAY PAPER COMMENT ON A. M. A. 
ACQUITTAL 

The Chicago Daily Tribune, under date of 
July 28, says editorially under the heading 
“DOCTORS UPHELD,” we quote: 

The indictment against the American Medi- 
cal association, a number of affiliated societies, 
and twenty-one of their officers and members has 
been dismissed by United States District Judge 
James M. Proctor. A spokesman for the attor- 
ney general has said that an appeal will be taken. 

The defendants had been charged with violat- 
ing the anti-trust laws. The judge said there 
could have been no violation because these laws 
are directed against conspiracies in business or 
trade, whereas the practice of medicine is a pro- 
fession and therefore wholly outside the scope of 
the acts. Further than that, he found the in- 
dictments to be “afflicted with vague and uncer- 
tain statements,” which “smacked of highly col- 
ored, argumentative discourse.” 

The rebuke to the administration and its anti- 
trust division was as sharp as it was merited. 
The tables have now been turned. The doctors 
have been acquitted of any intention to violate 
any law; the administration has been convicted 
of a conspiracy to abuse the law and its processes. 

The indictments were obtained because the 
doctors, through their associations, had chosen 
not to fall in with the New Dealers’ notions of 
the way in which medicine should be practiced. 
As usual, the administration could not tolerate 
dissent. There was no law which the attorney 
general could invoke against the doctors and, ac- 
ordingly, the anti-trust law was stretched out 
of shape to cover the alleged crime. 

Perhaps it was thought that the medical so- 
cieties and their members would lack the courage 
to fight and would accept a so-called consent 
decree rather than run the risk of fine and im- 
prisonment. If so, the expectation was disap- 
pointed. The doctors refused to consider a shot- 
gun decree, they did fight, and they won a vic- 
tory which may hearten others in similar cir- 
cumstances to stand on their rights and resist 
oppression. 


POLIOMYELITIS SEASON IS NOW 
WITH US 
The season of poliomyelitis, with its usual 
ruthlessness and fury, is now upon us. 
Reports received by the Public Health Service 
from the State health officers show 83 cases of 
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poliomyelitis for the United States for the week 
ended June 24, 1959, as compared with 65 cases 
for the preceding week and with an expectancy 
of 82 cases based on the 5-year median. This 
total increase was due to the appearance of 1 or 
2 additional cases in several scattered States, no 
one State reporting an increase of more than 3 
cases over the preceding week. 

From the first of the year to June 24, there 
have been 713 cases of poliomyelitis reported in 
the entire United States, as compared with a 
total of 669 cases for the median weeks of the 
same period during the preceding 5 years; but 
deducting the 232 cases which have been re- 
ported since the first of the year from South 
Carolina, where the disease has been unusually 
prevalent, the total would be only. 481—much 
below the median figure. The present situation, 
therefore, in the country as a whole, does not 
appear to justify any apprehension. 

Infantile paralysis is sure to be more preva- 
lent in Illinois during the next three months 
than during the previous seven. The season for 


.the disease lies immediately ahead. An increas- 


ing prevalence is all but certain, regardless 
whether the incidence during the summer and 
early autumn is comparatively little or great. 
According to the State Department of Health 
statistics, the annual number of cases since 1929 
bas varied from 107 to 779. This history sug- 
gests the likelihood of at least 100 cases and 
possibly 200 or 300 before November. 

Weighing the evidence now available, it seems 
fair to conclude that, in human poliomyelitis, 
infection enters the body in the great majority 
of cases not by trauma, not by way of the gastro- 
intestinal tract, but by way of the nasal pas- 
sages and, specifically, by way of the olfactory 
nerves—presumably from droplets or dust in 
which virus is present. 


EARLY DIAGNOSIS 


Early diagnosis, and particularly the recogni- 
tion of nonparalytic (abortive) cases, is impor- 
tant if early therapy, isolation, and carrier de- 
tection are to be effected. The early toxemia 
simulates that of other acute infections; hence, 
justifiable diagnostic errors are common. One 
may not ignore, or fail to elicit, the finer points 
in differential diagnosis. 

During the stage of invasion, the fever, head- 
ache, tender rigid spine which makes it impos- 
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sible for the child to touch the chin with the 
knee, generalized muscle pains and tenderness, 
hyperesthesia and varying degrees of gastro-in- 
testinal disturbance are similar to many infec- 
tious diseases. While constipation is usually 
mentioned, frequently some have observed an 
early and marked diarrhea. 

Poliomyelitis very early shows isolated muscle 
tenderness, isolated muscle weakness, asymmetry 
of reflexes, or rapidly changing reflexes. Early, 
for some unexplained reason, it is common to 
find an absence of the superficial reflexes, those 
of the deep tendons being often exaggerated dur- 
ing the irritative, invasion stage. Later, asym- 
metry or absence of the deep reflexes occurs, if 
the case progresses. The spine sign, Brudzinski, 
and Kernig may become present. 

The spinal fluid may show no changes at any 
time, particularly in nonparalytic (abortive) 
cases, although the abnormally high antiviral 
titer of the serum of these individuals, as shown 
by Howitt and Jensen, furnishes the needed final 
proof of thier infection with poliomyelitic virus. 

Differential diagnosis at times must include 
practically all acute infections, particularly those 
of the respiratory or gastro-intestinal tracts 
showing toxemia. 

TREATMENT 

Nasal sprays are still experimental and seem 
to offer little more than doubtful, transient pro- 
tection: they endanger the olfactory nerve, and 
may destroy it at times. 


SPECIFIC THERAPY 


There is not much to be said about Specific 
Therapy, which is highly controversial and most- 
ly experimental in nature. This most controver- 
sial subject involves the use of convalescent 
serum, and immune or hyperimmune serum for 
early treatment, no doubt, this is the most prom- 
ising method which has not been proved value- 
less by all the evidence against it so far sub- 
mitted. 

We are inclined to agree with the statement 
Dr. Kolmer made in 1938 at the annual conven- 
tion of the American College of Physicians, that 
injections of High Titer Convalescent Serum is 
probably the best form of treatment that we 
possess at present. 

After the diagnosis has been made the fol- 
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lowing are standard recommendations that should 
be strictly adhered to: 

1. Complete rest in bed. 

2. Immediate support of the paralyzed mus- 
cles by proper splints or braces. 

3. That the patient be kept warm. 
4, That electrical stimulation be avoided. 
). That massage be avoided. 

6. That all unnecessary movements of the 
limbs and body be avoided. 

?7. That the patient be not allowed to sit or 
stand. 

8. That parents remain calm in the present 
situation, since paralysis in practically all pa- 
tients improves very definitely under proper 
treatment. 

9. That all patients whose after-care is car- 
ried on in their homes, have when the proper 
time arrives, the services of a qualified physical 
therapist who will work under the direction of 
a doctor. 

In summarizing we quote Bower-Meals in 
their conclusions when they say that evidence 
is presented to show that: 

1. Carriers of poliomyelitic virus definitely 
exist, and are important factors in the dissem- 
ination and control of poliomyelitis. 

2. Sera from recent, rapadly convalescent and 
non-paralytic patients show high antiviral titers : 
these individuals are most prolific sources of 


carriers. 

3. Human vectors harbor the virus in their 
intestinal and respiratory tracts. 

4. Identification of virus, and hence detec- 
tion of carriers, is by means of time-consuming, 
expensive and difficult biological tests, and is 
uncertain at present. 

5. Proof of noninfectiousness ultimately must 
be the criterion for release from quarantine. 

6. Studies in pathology show that (a) polio- 
myelitis is a systemic disease primarily, and a 
central nervous system disease secondarily; (b) 
the systemic phase usually precedes or accom- 
panies the central nervous system phase, which 
may be absent altogether; (c) the nervous le- 
sions are diffuse below the midbrain, in spite 
of apparent clinical localizations; (d) the de- 
gree of pathologic change in the central nervous 
system does not parallel the clinical picture: (e) 
the meningeal involvement is only commensurate 
with the degree of systemic infection, and may 
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be absent entirely; (f) cellular changes in the 
spinal fluid are proportional to the degree of 
meningitis present; and (g) the spinal fluid cell 
count may remain entirely normal and un- 
changed. 

?. Diagnosis in many instances does not de- 
pend on spinal fluid corroboration. 

8. Recognition of the nonparalytic case is 
possible and most desirable, as this individual 
is a latent source of potential infection. 

9. Present prophylactic vaccines offer encour- 
agement, but no convincing proof of immunity, 
and Kolmer admits the morbidity is greater in 
the vaccinated group than in the unvaccinated 
population. 

10. Immunotransfusion is recommended early 
in severe cases. 

11. Convalescent serum by all routes has 
proved beneficial in our experience. 

12. Hypertonic dextrose in normal saline in- 
travenously has proved advantageous in the 
systemic phase of the disease, and Retan believes 
the hypotonic solution saves lives in the para- 


lytic group when given by his method. 





FACTORS CAUSING ESSENTIAL 
HYPERTENSION 

Essential hypertension is known by other 
names by scientific writers. Some of these other 
names are primary hypertension, presclerosis, 
angiosclerosis, benign essential hypertension, 
arterial and vascular hypertension, and hyperpie- 
sis. The term essential) hypertension was be- 
stowed because there does not appear to be any 
primary etiological factor producing this in- 
creased blood pressure. The majority of those 
engaged in this particular field of research re- 
gard this as a condition that is unaccompanied 
by nephritis, aortic insufficiency, hyperthyroid- 
ism or any other disease associated with a rise 
in blood pressure. 

Numerous workers in this field of medicine 
assert that here is the most common type of 
hypertension and, the most important. 

There is such close interrelation between func- 
tions of the heart, kidneys and blood vessels, that 
a premature breakdown of these organs may 
cause complications to appear and to continue in 
the others. By virtue of this intimate relationship 
ene or more of the so-called “degenerative dis- 
eases” such as heart disease, cerebral hemorrhage, 
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coronary heart disease, arteriosclerosis and 
chronic nephritis may coexist in the same per- 
son. About one-third of the total number of 
deaths occurring annually in the United States 
are caused by these pathological conditions and 
are classed as cardiovascular-renal diseases. Al- 
most half the deaths reported after the age of 
45 are due to such causes. Many fatalities in 
this group appear to be associated mainly with 
physiological and pathological processes of aging. 
Thickening and hardening of the arteries inter- 
feres with normal circulation of the blood, and 
nutrition of vital organs is diminished. As a re- 
sult of this diminished blood supply and sclerosis 
the heart muscle may be damaged, atrophy of 
the kidneys may follow, or arteries may rupture 
in the cerebrum. Inasmuch as cardiovascular- 
renal diseases and essential hypertension usually 
develop over a considerable period of time, the 
importance of accepting essential hypertension 
as a frequent contributory factor is apparent. 

Cardiac and arterial damage are the two prin- 
cipal pathological changes usually considered in 
a study of essential hypertension, or as some- 
times it is designated “genuine hypertension.” 

A study of the accepted literature on the sub- 
ject reveals that although many factors are dis- 
cussed in the etiology, no one factor appears to 
be responsible for its eristence in all cases. 
Described as unknown etiology, and often begin- 
ning in the second and third decades of life, it 
appears to follow a chain of environmental in- 
fluences, more or less harmful or pernicious, that 
cover the entire life of the individual affected. 

Essential hypertension varies a great deal in 
its early stages. Some cases pursue a rapid 
course. In other cases it may continue for years 
before manifesting an aspect of seriousness. Its 
definite approach is heralded frequently by 
headache and dizziness that may mean a ter- 
minal thrombosis or cerebral hemorrhage. 

A large number of these patients have been 
found with a normal pressure after rest and sleep, 
and in a number of cases it has dropped to 
normal without rest or the aid of medicine.* As 
a rule persons are said to have essential hyper- 
tension when arterial hypertension is above 
normal or when there is a persistent and increas- 
ing elevation of both systolic and diastolic blood 
pressure, The chief symptom is a permanent 





1. Gunewardene, H. O.: Essential Hypertension, Brit. Med. 
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systolic blood pressure of 145 mm. of mercury 
or over, and a left ventricular hypertrophy for 
which a cause cannot be found. When the in- 
crease in blood pressure becomes definitely estab- 
lished it is usually followed by such terminal 
sequelae as cardiac failure, cerebral accidents, 
or renal insufficiency. Perhaps the majority of 
young persons with hypertension are nervous, 
irritable, or of a weak constitution. Stress of 
modern life is too much for them. Fahr? states 
that about 140,000 people die annually in the 
United States from essential hypertension, and 
it is the opinion of some investigators that the 
mortality incidence is steadily mounting. 

That essential hypertension is hereditary and 
social, and that in many instances it exhibits 
strong familial tendencies appears to be too 
well known to need elaboration. This has been 
accepted by most of those who study heart 
disease, A large percentage of patients with 
this type of blood pressure give a history of 
the disease in parents, brothers, sisters, and 
other relatives. Some believe that it is a con- 
stitutional disease, and that when both parents 
have it there is strong probability that it will 
he transmitted to the children. Many reports 
call attention to the fact that several members 
of the same family had hyprtensive disease, or 
that both parents died of heart disease, apoplexy 
or dropsy. Numerous research specialists have 
observed that there is a tendency to hyperten- 
sion in diabetics. 
similarity between diabetes and essential hyper- 


tension when etiological factors are being sought. 


Another factor mentioned by some as having an 
influence on essential hypertension is endocrine 


They point, also, the close 


imbalance. Moderate hypertension is frequently 
observed n hyperthyroidism. Some think that the 
systolic pressure in this affection is the result 
of vasomotor instability. Many women have 
hypertension during the menopause, but in nu- 
merous instances it is difficult to determine 
whether it is a true essential hypertension or a 
transient blood pressure that frequently occurs 
at this time. Positive conclusions should not be 
drawn until a more thorough study is made. 
Arteriosclerosis in the medulla is considered 
another factor of etiologic importance, but it is 
rossible that hypertension may have preceded it 


if the primary cause of the arteriosclerosis can- 


2. Fahr, G.: Hypertension Heart, Am. J. M. Sc., 165: 454, 
1928, 
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not be determined. Marked irritability of the 
nervous system is generally accepted as an 
etiological factor in both old and young patients 
who are afflicted with essential hypertension. As 
a rule these patients are of a nervous tempera- 
ment, and when emotional strain is continuous 
hypertension remains as a permanent part of the 
picture. There appears to be a large variety of 
underlying or precipitating factors in this type 
of patients. It has been suggested that vascular 
changes in the kidneys is one cause of essential 
hypertension, but in some cases it is debatable 
whether arteriosclerosis causes hypertension or 
whether hypertension produces the vascular 
changes in the kidneys. 

Despite the fact that infection usually lowers 
blood pressure, it is placed in the first ranks as 
a causative factor by many who have made a 
eritical study of this subject. Some think that 
it may have more or less influence on other fac- 
tors in hypertension, and that it should be 
accepted as a cause of hypertension. 

Hyperirritability of the vasomotor nervous 
system,—the result of endocrine dysfunction,— 
together with an inherited predisposition ap- 
pear to be of the greatest importance in the 
pathogenesis of essential hypertension. It has 
been fairly well established that emotional re- 
sponses produce a hypersecretion of vasopressor 
substances from the thyroid, pituitary and su- 
prarenals which may stimulate vasoconstriction. 
Such patients are emotionally unstable and their 
vasomotor mechanism seldom responds in a nor- 
mal manner, When patients of a nervous tem- 
perament are asked to practice calmness and 
avoid anxiety, outbursts of anger, worries, and 
an unpleasant home life because it is obvious 
that these are important factors in producing 
essential hypertension. When rest and relaxation, 
plenty of sleep, and a moderate amount of ex- 
ercise reduce blood pressure and add to the pa- 
tient’s feeling of well-being, as exhibited by both 
subjective and objective improvement, it can 
readily be seen that the omission of such meth- 
ods of treatment are factors that must be care- 
{fully analyzed together with other things in- 
cluded in the patient’s life and habits. Many 
sufferers from hypertension show an immediate 
excellent response to such therapy, and in nu- 
merous instances there is a dramatic abatement 


of symptoms. 
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The seriousness of this type of hypertensive 
disease is more real and apparent when one con- 
siders that it continues throughout a lifetime. 
Some die within a few years, while others af- 
licted for many years appear to enjoy good 
health. As a rule such favorable results are ob- 
served in those patients who recognize the ill 
effects produced by a sedentary existence, and 
who make careful adjustments in their manner 
of living, and exercise moderately. 

Many succeed in cultivating habits that 
usually go hand in hand with health, and they 
overhaul many viewpoints that have consistently 
led them away from it. Such persons begin to 
practice imperturbability. They realize finally 
that many activities in the mad rush of present- 
day existence have shortened many lives. Years 
ago, hypertension was a source of discomfort and 
mental distress for all who were afflicted with 
the disease. Today both medical men and pa- 
tients know that many discouragements and dis- 
appointments encountered while seeking a suc- 
cessful therapy have been circumvented. Many 
persons who have hypertension live nowadays 
for years because of a carefully regimented ex- 
istence. 





HEALTH EXHIBIT AT THE NEW YORK 
WORLD'S FAIR 

In the Medicine and Public Health Building, New 
York World’s Fair, Lederle Laboratories are sponsor- 
ing the scientific exhibits on Allergy and on Pneumonia, 
each exhibit being controlled by a committee of emi- 
nent specialists on these diseases. All exhibits in the 
building are scientific in character, merely carrying 
on a small plaque the names of the sponsors. 

The Pneumonia exhibit, surfaced entirely of white 
laminated “Beetle,” occupies a booth 20x30 feet in a 
commanding position. It presents, pictorially, the best 
composite opinion of the medical profession on how 
a pneumonia case should be treated. The narrative is 
unfolded by means of a sequence of dioramas, pictures, 
and charts. The story begins with an “animation” of 
a man walking in the rain, and takes him through typ- 
ing and serum therapy and all the various progressive 
stages of a typical case of pneumonia to a final picture 
at the serum farm where his little daughter is pic- 
tured, saying, “Thanks, old horse, you saved my 
Daddy’s life!” A “Postscript” deals with Sulfapyridine. 

The second exhibit, on Allergy, tells, in changing 
dramatic sequences, three 2 minute dramas of Allergy: 
“Tommy Todd’s Autumn ‘Colds,” “Mrs. Tucker's 
Wheezes” and “Baby Bing’s Eczema.” 

Physicians visiting the New York Worlds Fair are 
entitled to exclusive privileges in the Professional Club 
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in the same building. Admission is obtained by sim- 
ple identification as a doctor, without charge, and is 
only available to physicians and their guests. Provision 
is made here for consultation with exhibit sponsors 
on technical questions. 





PREPARE NEW TYPE SMALLPOX VACCINE 

New York.—On the heels of news of smallpox out- 
breaks in New York and Tennessee comes an announce- 
ment to scientists of a new smallpox vaccine which 
eliminates the severe scars and other inconvenient fea- 
tures of ordinary vaccination. 

The new vaccine was developed by Drs. Thomas M. 
Rivers and R. D. Baird and S. M. Ward of the Hos- 
pital of the Rockefeller Institute for Medical Research 
here. It is made by growing vaccine virus on a special 
medium consisting of minced chick embryo tissue and 
Tyrode’s solution. Vaccinations against smallpox ordi- 
narily are made with calf lymph vaccine virus. 

Vaccination with the new vaccine virus should be 
followed, within six months to one year, by revaccina- 
tion with calf lymph virus, the Rockefeller scientists 


advise in their report to the Journal of Experimental 


Medicine. 

“Tn this way,” they state, “vaccinated individuals will 
not become sick and will not be subjected to the dangers 
associated with primary vaccination with calf lymph 
virus, but will obtain a solid and lasting immunity to 
smallpox.” 

No scar forms after the primary vaccination with the 
new vaccine virus, it is reported, if the inoculation is 
properly made. Nor is there any fever and discomfort. 
Following revaccination later with calf lymph virus, 
very few of the children had fever or other symptoms, 
and what scars occurred were only “small superficial’ 
ones. 





“IF THIS BE TREASON—” 


Is the American Medical Association a trust? Yes 
it is—a sacred “trust.” From its very beginning the 
A. M. A. has considered the health of the American 
people above all else. It led the fight against diploma 
mills, and through its efforts medical education was 
placed on its present high plane. The A. M. A. was 
instrumental in raising the standards of hospitals so 
that today American hospitals are the finest in the 
world. It has striven continuously to give the American 
people the best quality of medical care that the people 
of any great nation enjoy. But, because it does not 
fall in line with all the schemes proposed for the dis- 
tribution of medical care the A. M. A. must now be 
purged. 

We say, in the words of Patrick Henry, “If this be 
treason, make the most of it!”—Milwaukee Medical 
Times. 

The errand boy says: “The difference between a hair 
dresser and a sculptor is that while the hair dresser curls 
up and dyes, the sculptor makes faces and busts.” 
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MEDICAL ECONOMICS 


H. M. Camp, M. D. 
E. P. Coleman, M. D. 
J. H. Hutton, M. D. 
J. R. Neal, M. D. 
Ralph Peairs, M. D. 


Undoubtedly the most important development 
in the economic field in the past month was the 
decision of Judge James M. Proctor, of the Fed- 
eral District Court of Washington, announced 
on July 26. In this decision he dismissed the 
case instituted by the anti-trust division of the 
Department of Justice against the American 


_Medical Association, as well as some of its offi- 


cers; charging violation of the antitrust laws of 
the nation. The Judge stated that the medical 
profession is not a trade (exactly as contended 
by the medical profession), but one of the 
learned professions. It is to be hoped that all 
of the readers have seen the decision of this Court 
in its entirety, for it is very definite and should 
be most encouraging to those of us who have 
been genuinely concerned about the attitude of 
the federal government toward the medical pro- 
fession the past few years. From the time of 
the first notice of the action by the Department 
of Justice, last December, it has seemed incon- 
ceivable to the laity as well as the medical pro- 
fession that there could be any possibility of 
legality in the indictment, and a verdict throw- 
ing the entire case out of court was freely pre- 
dicted. In spite of all such predictions, the pos- 
sibility of being obliged to stand trial was con- 
stantly in the background and the decision of 
this court has removed this danger, even though 
there is a threatened action to appeal from his 
decision by the Department of Justice. The 
past month, practically every medical journal 
coming to the attention of the writer has com- 
mented on this suit. Some of the writers have 
been venomous in their articles while others have 
contained themselves and written in a conser- 
vative vein. The article in the Kansas City 
Medical Journal was the most caustic and at the 
same time entertaining. There remains the 
question of how much good such articles accom- 
plish, although certainly they afford the writer 
much pleasure and really show the true attitude 
of a large number of the profession. 

The fate of the National Health Bill of Sen- 
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ator Wagner, officially known as 8.B, 1620 ap- 
pears sealed for this session of Congress with the 
members of Congress eager to get home and ap- 
parently out of hand as their attitude on the 
Neutrality and spending bills have shown. It 
will require all of the political acumen of the 
leaders, aided by considerable prodding and pos- 
sibly the laying on of the whip to put over the 
remaining “must” legislation to get around to 
S.B. 1620, as much as the Senator from New 
York desires action. 

With the return of Senators and Representa- 
tives to their homes, another and possibly the 
final opportunity is given us to call on them and 
let them know definitely it is the desires of the 
medical profession that this bill be defeated. 
Surely half a day spent in contacting your rep- 
resentatives in Congress is not too much to give 
to preserve the future of the practice of medi- 
cine as an individual business, run by the medi- 
cal profession. 

The July issue of Medical Economics contains 
several good articles on the hearings at Wash- 
ington in regard to the Wagner Bill. It analyses 
the testimony of several of the physicians who 
presented the views of the medical profession 
and if the report is authentic, some of our rep- 
resentatives were not as well prepared and in- 
formed as we, the rank and file, had expected 
them to be. This is most unfortunate, for it 
gives a bad impression to the public to have our 
self selected representatives admit they are not 
fully conversant with the bill under discussion. 
Also there is an interesting article on the per- 
sonnel of the sub-committee conducting the hear- 
ings on the bill. Read it again so you can know 
a little more of the inside workings of the 
hearing. 

We also suggest that you read the issue of July 
1, 1939 of the Illinois Health Messenger, par- 
ticularly the first article. Coming from the pen 
of the Director, who is a good member of the 
Illinois State Medical Society and a loyal 
friend of organized medicine, one must be struck 
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by the somewhat biased view he takes as to what 
is needed at present in Illinois to improve medi- 
cal care. 

The report that the doctors of North Dakota 
had their fill of the socialized medical plan of 
the Farm Security Administration in that state 
was most illuminating. From the beginning, 
most medical men agreed that the amount ap- 
portioned annually for each family would be 
most inadequate in furnishing satisfactory med- 
ical care to those on the rolls. It has developed 
that neither the clients or the medical profes- 
sion are satisfied and the first report was that 
the entire plan would be dropped but later re- 
ports are to the effect that the Administration 
has raised the pay and is most desirous of con- 
tinuing the experiment. If the experiment must 
continue, it is to be hoped that the medical pro- 
fession will insist that the fee be high enough to 
remove the medical profession from the ranks of 
the insurance carrier. Thank goodness, this plan 
has never been OKed by the medical profession 
of the state of Illinois. 

Lay magazines continue to contain many ar- 
ticles on Health Insurance. While many of them 
are supposed to be impartial, they all seem to 
be either better informed on the affirmative side 
or are already sold on that side. Good House- 
keeping Magazine for August, 1939, contains 
“Compulsory Health Insurance—Loosely Called 
Socialized Medicine.” Read it over if you have 
not already done so and see whether you agree 
with her and then write to the Editor of the 
magazine and let him know your opinion. Also 
there has been a series of five articles by Ex- 
Secretary Moley on the Brain Trust in Saturday 
Evening Post. Also read them, for they are most 
Uluminating as well as interesting. 

The Summer Issue of America’s Future con- 
tinues to fight the battles of the medical profes- 
sion by presenting an article by Henry Rolf 
Brown on Group Health as it is run in Wash- 
ington by the government in comparison with 
Wisconsin, where the medical profession is in 
control. It makes most interesting reading and 
shows how much more scientific and effective 
the methods employed in Wisconsin are over 
those in Washington. 

We hope that the special sub-committee now 
studying the problem of insurance plans for the 
low income groups in Illinois will be able to re- 
port some progress at a proposed meeting of the 
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same to be held early next month. If any mem- 
ber of the Illinois State Medical Society receives 
a request for assistance or information from any 
member, we trust that the same will be promptly 
furnished. 

E. S. Hamilton, M.D., 


Chairman of Commitee on Medical Economics. 





Correspondence 


REFRESHER COURSES 

Because of the progress that has been made 
in the past two years in educating the public 
and the presentation of refresher courses for 
physicians, the Council of the Illinois State 
Medical Society has seen fit to continue the work 
and has again appointed the present Committee. 
The lone exception is Dr. H. G. Horstman who 
has been elevated to the Council by members of 
his district and Dr. Lange has been appointed 
in his place. 

Progress has been made in making the public 
and physicians more obstetrical and pediatric 
minded. This is easily shown by the reduction 
in the infant and maternal mortality rates. These 
rates serve as an index to the success of good 
obstetrical and pediatric care. 

The refresher courses presented at the Uni- 
versity of Illinois Medical School have been well 
received and the enrollment to date this year 
is greater than last. The courses have been 
arranged so as to meet the common problems of 
the general practitioner. 

In many counties there has been some hesi- 
tancy of the local chairmen in promoting and 
fostering the platform presented. However, 
when shown the excellent progress in the ma- 
jority of problems the local medical societies will 
undoubtedly urge more activity. 

A new county platform is being drafted and 
will be presented to each county medical society 
in the near future. It is the plan of the Maternal 
Welfare Committee of the Illinois State Med- 
ical Society to ask each county society to include 
in the early program arrangements one meeting 
to explain and acquaint the members with the 
aims of organized medicine in taking initiative 
in this state and attempting to improve obstet- 
rical and pediatric service. 

T. B. Williamson, M. D., 
Chairman. 

John F, Carey, M. D., 
Secretary. 
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AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

The next written examination and review of 
case histories (Part I) for Group B candidates 
will be held in various cities of the United States 
and Canada on Saturday, January 6, 1940, at 
2:00 P. M. The Board announces that it will 
hold only one Group B, Part I, examination 
this year prior to the final general examination, 
instead of two as in former years. Candidates 
who successfully complete the Part I examina- 
tion proceed automatically to the Part II ex- 
amination held in June 1940. 

Applications for admission to Group B, Part 
I, examinations must be on file in the Secre- 
tary’s office not later than October 4, 1939. 

The general oral and pathological examina- 
tions (Part IL) for all candidates (Groups A 
and B) will be conducted by the entire Board, 
meeting in Atlantic City, N. J., on June 8, 9, 
10, and 11, 1940 immediately prior to the an- 
nual meeting of the American Medical Associa- 
tion in New York City. 

Applications for admission to Group A, Part 
II examinations must be on file in the Secre- 
tary’s office not later than March 15, 1940. 

After January 1, 1942, there will be only one 
classification of candidates, and all will be re- 
quired to take the Part I examinations (written 
paper and case records) and the Part II exam- 
inations (pathological and oral). 

At the annual meeting of the Board, held in 
St. Louis on May 12, 1939, it was found neces- 
sary, on account of increased administrative ex- 
penses, to increase the application and examina- 
tion fees. Effective May 12, 1939, these are as 
follows: Application fee $15.00, payable upon 
submission of application for review by Board; 
examination fee $85.00, payable upon notifica- 
tion to candidate of acceptance of the applica- 
tion and assignment to examination. Neither fee 
is returnable. This increase does not apply to 
candidates whose applications were filed prior to 
May 12, 1939. 

For further information and _ application 
blanks, address Dr. Paul Titus, Secretary, 1015 
Highland Building, Pittsburgh (6), Pennsyl- 
vania. 

Yours very truly, 
Paul Titus, Secretary. 
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ATTENTION COUNTY MEDICAL 
SOCIETY SECRETARIES 

Doctor A. W. Schulz who has charge of the 
admission of Veterans to Hines Hospital, is 
available to county medical societies to explain 
the law in regard to the admission of Veterans 
to the Veterans’ Hospital and to interpret form 
No. P. 10 which is the affidavit that all veterans 
must sign on entrance. 

If secretaries desire to have Doctor Schulz 
take part of a program at one of their regular 
meetings, he may be secured through the Scien- 
tific Service Committee of the Illinois State 
Medical Society, 30 N. Michigan Avenue, 
Chicago. 





MISSISSIPPI VALLEY MEDICAL 
SOCIETY MEETING 

The fifth annual meeting of the Mississippi 
Valley Medical Society will be held in the new 
$500,000 Municipal Auditorium at Burlington, 
lowa, September 27, 28 and 29. There will be 
32 clinicians on the program who will give 50 
lectures, clinical demonstrations, ete. An All- 
St. Louis program with 14 clinical teachers 
from St. Louis University and Washington Uni- 
versity will feature the first day. Two short 
courses of instruction of four hours each will be 
given in internal medicine and gynecology by 
Dr. Fred M. Smith, Head of the Dept. of Med- 
icine and Dr, E. D. Plass, Head of the Dept. of 
Obstetrics and Gynecology, University of Iowa. 
Among the speakers will be Dr. Rock Sleyster, 
President of the American Medical Association, 
Dr. Evarts A. Graham and Dr. V. P. Blair, 
Professors of Surgery, Washington University, 
Dr. W. T. Coughlin, Prof. of Surgery, and Dr. 
Charles H. Neilson, Prof. of Medicine, St. Louis 
University, Dr. Frederick F. Boyce, Ass’t. Pro- 
fessor of Surgery, Louisiana University, Dr. Ar- 
thur E. Hertzler, Prof. of Surgery, University 
of Kansas, Dr. Karl Goldhamer, formerly Ro- 
entgenologist, University of Vienna. There will 
be a big technical and scientific exhibit hall. A 
complimentary Stag Supper will be given on 
September 27 and banquet September 28. Every 
ethical physician is cordially invited to attend. 
Detailed program may be secured from Harold 
Swanberg, M. D., Secretary M.V.M.S., 209-224 
W.C.U. Building, Quincy, Illinois. 
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EDUCATIONAL COMMITTEE 
Report for June and July, 1939 
RADIO: 

Radio programs were continued over stations 
WAAF, WJJD and WGES. A special radio program 
was given over the Columbia Broadcasting System on 
CAMPS AND HEALTH. The material was fur- 
nished by the Educational Committee and was drama- 
tized and given by the regular dramatic staff of CBS. 

26 programs were given over Chicago stations. 
Copies of the material were sent to county medical 
societies throughout the state to be worked over to 
apply to local conditions and then given by members 
of the individual societies. 

EXHIBITS: 

The committee had two very interesting window 
exhibits in the Marshall Field & Co. Annex, Chicago. 
One exhibit was devoted to THE FAMILY DOCTOR. 
The three prize winning posters on the family doctor 
from the Hall of Health were used as the background 
for the window. A large chart was painted showing 
the number of doctors belonging to the American 
Medical Association, the Illinois State Medical Society 
and the Chicago Medical Society. 

The second window was directed to arouse interest 
in infant welfare. The State Department of Public 
Health loaned an incubator which was made by the 
NYA at Harrisburg. Posters from the State Depart- 
ment giving morbidity and mortality rates were used 
as the background. 

Marshall Fields tell the committee that they are 
very grateful to the Medical Society for supplying 
these interesting health displays which attract so much 
attention. 

PACKAGE LIBRARIES: 

The package library service of the committee is 
being enlarged and brought up to date in order to 
furnish the latest and best information to doctors pre- 
paring health talks for the laity. A wide range of 
subjects is offered and special folders will be prepared 
whenever necessary. 

Many men throughout the state find this service 
helpful and a great time saver. 

CONTACT WITH LAY GROUPS: 

Conferences have been held with the President and 
health chairman of the Illinois Congress of Parents 
and Teachers, the Chairman of Public Health of the 
Illinois Federation of Woman’s Clubs, the Program 
Chairmen of the Parent Teacher Associations. 

Plans are being made to cooperate with the various 
important lay groups in an effort to bring the story 
of good health before the public. 

The committee has been receiving requests from 
all sections of the state for doctors to address meet- 
ings during the coming season. 

MAILING LIST: 

952 articles were sent to libraries, 

912 articles were sent to hospitals. 

5,528 articles were sent to a lay list which includes 

WPA teachers, Home Advisers, Schools, Red 


Cross leaders, teachers, health chairmen, 
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142 Articles were sent to a new list of P.T.A. 
chairmen. 
18 articles were sent to NYA administrators. 
160 articles were sent on “What Socialization of 
Medicine Means to You.” 
1,050 radio schedules were sent out announcing the 
July programs. 
PRESS SERVICE: 
Articles were written and approved on 
Care of the Baby’s Skin. 
Fourth of July Injuries. 
Warts. 
Eczema in Infants. 
Common Sense in Epilepsy. 
Bacteria and Infection. 
Summer Prevalence of Infantile Paralysis. 
Eat to Live, Not Live to Eat. 
Any Day May be Dog Day. 
Skin and Its Care. 
The Mentally Handicapped. 
Plastic Surgery Advances. 
The School Bell Calls. 
An Old Disease. 
Epilepsy, A Seizure. 
RELEASES TO NEWSPAPERS: 
2,020 health articles were released to Illinois news- 
papers. 
37 releases announcing Jefferson - Hamilton meet- 
ing. 
32 releases announcing Effingham meeting. 


45 releases announcing Macoupin County Heart 
Clinic. 

35 releases announcing Carroll County Heart 
Clinic. 


12 releases announcing DeKalb County Meeting. 
SPECIAL SERVICE TO COUNTY 
MEDICAL SOCIETIES: 

110 notices prepared for Jefferson - Hamilton 
County. 

256 notices prepared for Whiteside County. 

104 notices prepared for LaSalle County. 

200 notices prepared for Bureau County. 

69 notices prepared for Effingham County. 

74 notices prepared for Macoupin County. 

97 notices prepared for Rock Island County Ma- 
ternal Welfare meeting. 

Jean McArtuur, Secretary. 





SCIENTIFIC SERVICE COMMITTEE 
Report for June and July 

25 scientific programs were arranged for county 
societies by the committee as follows: 

Pontiac—Dr. A. F, Lash—Management of Prolonged 
Labor. 

St. Clair—Dr. M. H. 
Colon and Rectum. 

Falton—Dr. Tell Nelson—Allergy in General Prac- 
tice. 

Madison—Dr. E. E. 
Knee Joints. 


Streicher—Diseases of the 


Hauser—Derangements of the 
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Madison—Dr. Walter R. Fischer—Common Disor- 
ders of the Feet. 

Madison—Dr. James Graham—Back Ache. 

Kewanee—Dr. Henry Irish—Physical Examinations 
of Children. 

Kewanee—Dr. William F. Mengert of Iowa—Man- 
agement of the Puerperium. 

Scott County, Iowa—E. M. K. Geiling—Sulfanila- 
mide. 

Scott County, Iowa—Dr. Paul R. Cannon—Sulfanila- 
mide. 

Rushville—Dr. Emmet F. 
and Common Food Poisons. 

Jackson — Dr. Joseph Greengard — Gastro-Intestinal 
Diseases from the Standpoint of the Pediatrician. 

Jackson—Dr. Charles Newberger—Obstetrics. 

McLean—Dr. Leo K. Campbell—Benefits and Dan- 
gers of Reducing. 

Effngham—Dr. James J. Callahan—Fractures. 

DeKalb—Dr. Ralph Reis—Conduct of Prolonged 
Labor. 

Galesburg—Dr. Henry Buxbaum—Hemorrhages. 

DeKalb—Dr. Craig D. Butler—Care of the Prema- 
ture Infant. 

Fulton—Dr. Joseph L. Baer—Obstetrics. 

Whiteside—Dr. Anders Weigen—Medical 
sions of Norway and Sweden. 

Johnson, Massac, Pope 
Allergic Child. 

Rock Island—Dr. Arthur F. Abt—Prophylaxis of 
Diseases in Childhood. 

Macoupin—Dr. Robert S. 
and talk. 

Pike, Calhoun—Dr. William J. Morginson—Fungus 
Infections of the Feet, Hands and Groin. 

Pike, Calhoun—Dr. James J. Graham—Foot Prob~v 
lems. 

The committee is pleased to announce that it has 
made schedules for the following meeting which may 
be of interest to doctors not on the mailing lists of 
the individual counties: 

August 24—Kewanee—Henry County Medical So- 
ciety—Evening. 

Dr. Chauncey C. Maher—‘Cardio Renal Disease.” 

Dr. Guy Cushing—‘‘Acute, Perforating Gastric and 
Duodenal Ulcer.” 

A number of county medical soeteties have already 
asked the Scientific Service Committee to secure 
speakers for meetings this fall and winter. It is much 
easier for the committee to secure speakers when suf- 
ficient notice is given. 

The Scientific Service Committee 
assist any county medical society in planning a clinical 
conference, a symposium, or a “une speaker” type of 
program. 


Pearson—Food Allergy 


Impres- 





Dr. Gerald Cline — The 





Berghoff—Heart Clinic 


is prepared to 





LEDERLE’S WORLD’S FAIR EXHIBITS 
The Pneumonia exhibit presents, pictorially, the best 


composite opinion of the medical profession on how a 
pneumonia case should be treated. The narrative is 


unfolded by means of a sequence of dioramas, pictures, 
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and charts. The story begins with an “animation” of 
a man walking in the rain, and takes him through 
typing and serum therapy and all the various pro- 
gressive stages of a typical case of pneumonia to a 
final picture at the serum farm where his little daughter 
is pictured, saying, “Thanks, old horse, you saved my 
Daddy’s life!” A “Postscript” deals with Sulfapyri- 
dine. 

The second exhibit, on Allergy, tells, in changing 
dramatic sequences, three 2-minute dramas of Allergy: 
Tommy Todd’s Autumn “Colds,” Mrs. Tucker's 
Wheezes, and Baby Bing’s Eczema. By means of an 
animated question box and dioramas showing typical 
scenes in the doctor’s office, a search for the offending 
allergic excitant in each of the three stories is con- 
ducted through information obtained by questions, 
scratch tests and an examination of the patient’s family 
tree. An interesting part of the allergy exhibit is an 
illuminating transparency chart showing in full color, 
48 of the most common allergic excitants. A separate 
series of little pictures invites the visitor to examine 
commonplace scenes for causes of allergy and then, by 
pressing buttons, to illuminate the concealed answers. 

The whole Medicine and Public Health exhibit, 
which its sponsors had hoped would prove of interest 
to the more serious-minded among the laity of Fair 
visitors, has upset all advance calculations and con- 
founded the experts by “packing ’em in” as fast as 
any five-star hit. Actual attendance through June 15 
was 1,958,909. It would have been larger had human 
beings been more compressible, because on some days 
the doors had to be closed during peak hours. 

On one day this exhibit actually drew 49 per cent 
of the total paid Fair attendance, which means that 
every other visitor to the Exposition saw the talking 
skeletons, the Carrel-Lindbergh heart apparatus and 
other features of the exhibit. 

Physicians visiting the New York World’s Fair are 
entitled to exclusive privileges in the Professional Club 
in the same building. Admission is obtained by simple 
identification as a doctor, without charge, and is only 
available to physicians and their guests. 





AMERICAN CONGRESS OF PHYSICAL 
THERAPY 

The 18th annual scientic and clinical session of the 
American Congress of Physical Therapy will be held 
September 5, 6, 7, 8, 1939, at the Hotel Pennsylvania, 
New York City. Preceding these sessions the Con- 
gress will conduct an intensive instruction seminar in 
physical therapy for physicians and technicians, August 
30, 31, September 1 and 2. 

Physicians are urged to plan their vacation for these 
periods and bring their families to New York for the 
World’s Fair. Ample time has been provided for 
during the convention to visit the fair and to enjoy 
the various activities of America’s metropolis. 

While the convention proper will have numerous 
special sprogram features of scientific interest, the 
added attraction of the World’s Fair should make it 
extremely worth while for every physician to come 
to New York and spend a most profitable vacation. 
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The instruction seminar should prove of unusual in- 
terest to physicians and technicians. The clinics which 
comprise half of the schedule make this course out- 


As in the past out- 


standing for its practical value. 
participate. 


standing clinicians and teachers will 
Registration is limited to 100 and is by application 
only, For information concerning seminar and prelim- 
inary program of convention proper, address American 
Congress of Physical Therapy, 30 North Michigan 


Avenue, Chicago. 


REPORT VITAMIN E CAN BE PRODUCED 

Vitamin E has been identified chemically, made in 
the laboratory and reduced to a chemical formula. 

This culminates 16 years of research on the fertility 
vitamin. The achievement was announced in three 
highly technical papers in the journal, Science, with 
some seven American scientists from three institutions 
participating. 

Synthetic vitamin E, a white powder chemically 
named alpha tocopherol, when fed to sterile female 
white rats allows them to have normal babies as though 


they had never been deprived of natural vitamin FE 


such as occurs in many natural foods, 


The chemical part of the work is reported by Drs. 
Lee Irvin Smith, Herbert E. Ungnade and W. W. 
Prichard of the University of Minnesota School of 
Chemistry, and Dr, Oliver H, Emerson of Merck and 
Company Research Laboratories and the Institute of 


Experimental Biology at the University of California. 


SMALLPOX INCREASING 


Smallpox was more than usually prevalent during 
1938, according to a statement from the United States 
Public Health Service (Public Health Reports, May 5, 
1939). The disease showed twice the number of cases 
of the preceding five year median. 

“With the possible exception of Mexico,” said the 
statistical analysis, “the United States has one of the 
highest case rates of smallpox reported in North 
America and Europe. The incidence of the disease is 
unknown in most parts of South America, Africa and 
Asia in view of the success of other nations in prac- 
tically stamping it out, The situation prevailing in 
this country reveals a curious indifference to the ex- 
istence of a disease which can be readily controlled 
by well-known methods. 

“The disease is relatively rare in all parts of the 
country except the Great Plains and Pacific North- 
western States. Starting there in 1938, the outbreak 
spread slowly until many states outside this area 
reported a higher case rate than usual. The incidence 
began to decrease during the last half of 1938, but it 
is still well above the average.” 











THE AMERICAN CONGRESS ON OBSTETRICS 
AND GYNECOLOGY 


The first American Congress on Obstetrics and 


Gynecology is to be held in Cleveland the week of 
September 11-15, 1939. This meeting is to be attended 


by the various professional groups interested in the 
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problems of maternal and child care. Physicians, public 
health workers, nurses, and hospital administrators 
in the 


have been invited to attend and participate 


activities of the Congress. 

The success of the Congress is assured by the large 
advance registration, the comprehensive programs for 
the various meetings, and the large number of scientific 
exhibits covering many phases of obstetrics and 
gynecology. To date over sixteen hundred registra- 
tions have been received. It is anticipated that more 
than five thousand members will attend the meetings. 

The Congress will afford the first opportunity to all 
the professional personnel interested in the problems 
of obstetrics and gynecology to meet together for a 
discussion of the various phases of maternal and infant 
care and to correlate these problems. To this end 
doctors, nurses, public health workers, and hospital, 
administrators and educational leaders are invited to 
participate. These separate groups have arranged 
unusually comprehensive programs in their own special 
fields and have integrated their problems with those 
of the other groups. 

The general plans of the meetings will provide sep- 
arate morning sessions for doctors, nurses, and public 


health workers. Noonday round table discussions will 


afford an opportunity for more informal consideration 


of important subjects. The afternoon meetings will 


bring together all of the members of the Congress in 
programs of general interest to the entire group. Eve- 
ning meetings will be of general interest and will be 
broadcast. Outstanding individuals outside of the field 
of medicine will present the social implications of the 
problems of reproduction to the Congress and the radio 
listeners. 

The medical program will include round tables and 
discussions of obstetric and gynecologic subjects by 
leading specialists. Monday morning will be devoted 
to medical and surgical complications of pregnancy. 
On Tuesday morning gynecological complications will 
be presented. The problems of labor will occupy 
Wednesday morning, Endocrinology in obstetrics and 
gynecology, including the subject of sterility, will be 
presented Thursday. The last morning will be given 
over to a discussion of infection in obstetrics and 
gynecology. A round table discussion will be offered 
every day on each of the following subjects: the 
toxemias of pregnancy, genital infections, obstetric and 
gynecologic hemorrhages, the fetus and the newborn, 
anesthesia, analgesia and amnesia in labor. These sub- 
jects will be repeated daily under the chairmanship 
of a clinician who has made outstanding contributions 
on the subject. This will therefore give an opportunity 
to a maximum number of individuals to attend. 

The section on public health will present a similar 
program. The subjects to be covered in the morning 
meetings are the following: public health and maternity 
care, maternal care in the rural areas, federal and 
state programs in maternal care, maternal care and 
economics, educations and maternal care. The program 
for the nurses will be equally as comprehensive. The 
afternoon meetings of the component groups attending 
the Congress will correlate all the subjects which have 
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been considered at the morning meetings of the special 


groups. 
The scientific exhibit which is to be held in con- 


junction with the Congress will be unusually compre- 


hensive. New developments in obstetrics and gyne- 


cology will be presented and illustrated by diagrams, 
pictures, models, and moving pictures. Although inves- 


tigations underway in the large teaching centers will 
predominate in this exhibit, some of the exhibits will 


have a wider scope in that they will attempt to portray 
the relationship of the problems of reproduction to the 
profession and to the general public. A large com- 
mercial exhibit is already assured. The leading pharma- 


ceutical houses, the outstanding publishers, the leading 
manufacturers of special products pertaining to the 


specialty of obstetrics and gynecology, as well as 
numerous related exhibits promise an interesting and 


profitable exhibit section. 

The Congress should stimulate the development of 
state and local programs for better care for mothers 
and babies. It should likewise direct public attention 


favorably toward these problems and their successful 
solution by the profession. Thus, it should prove to 


be a force for tremendous good in bringing the public 
and profession together in the best interests of both. 

In order to achieve the greatest good the Congress 
must have a wide representation. The entire medical 
profession is cordially invited to membership. The 
general practitioner, in particular, is urged to attend 
for he will find the meetings will provide him with a 
week’s intensive the phases of 
obstetrics and gynecology. Nurses and hospital admin- 
istrators should likewise be urged by their medical 
staffs to attend the meeting, in order that they may 
participate in the advantages it has to offer. 

There is a nominal registration fee of $5.00 which 
includes a year’s membership in the American Com- 
mittee on Maternal Welfare. All interested individuals 
are urged to send in their registrations in the American 
Congress on Obstetrics and Gynecology to the head- 
quarter’s office, the Annex, 650 Rush Street, Chicago, 
Illinois, Checks should be made payable to Dr. R. W. 
Holmes, Treasurer. A detailed program of all the 
meetings and scientific and commercial exhibits will 
be mailed on request. 


instruction in all 





BABIES AT HOME OR HOSPITAL 

The following from Illinois Health Messenger, Au- 
gust 7, 1938: 

The romanticism of birth in a log cabin or its mod- 
ern equivalent is by no means as obsolete or out-dated 
as one might suppose. While the great majority of 
urban babies first see the light of day within hospital 
doors, the reverse still holds good for the children of 


rural parents. 
The records show that about 4 of each 5 babies of 


urban dwellers in Illinois are born in hospitals while 
the birth of scarcely more than 1 in 5 of the rural 
babies takes place in a hospital. It is easier, perhaps, 
to provide good delivery and obstetrical care in a well 


equipped and well managed hospital than in the aver- 
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age private home but the methods and procedures em- 
ployed by the physician or other attendant at birth are 
of far more importance than the place of birth. This 
is also revealed by the records as well as by such cele- 
brated instances of excellent obstetrical care as was 
provided in the private home of the Dionne quintuplets. 

Last year in Illinois, for example, there were 33,953 


births in communities of less than 10,000 people and 


in the strictly rural areas. Among these, most of whom 


were not born in hospitals, the loss of life was at the 
rate of 46.8 per 1,000. In the cities of 10,000 or more 


(exclusive of Chicago), there were 31,697 births and 


the rate of loss was 46.6 per 1,000. The advantage in 


favor of the urban and mostly hospital babies was 
slight. In Chicago, however, where a special program 


for the protection of the 49,633 babies born in that 


city was conducted, the rate of loss was 38.2 per 1,000. 


On the other hand, the mothers fared best in the 


rural areas, which include communities up to 10,000. 


Deaths of mothers from puerperal causes were at the 
rate of 2.7 per 1,000 live births in the rural districts, 
against 4.2 in all municipalities. Exclusive of Chi- 
cago the cities had a rate of 5.5 while in Chicago the 


rate was 3.4. It may be that patients with serious 
complications were removed in numerous instances to 


nearby municipal hospitals. This may account at least 
partly for the higher maternal death rate in the cities. 


Surprisingly enough, the birth rate per 1,000 esti- 


mated population was distinctly lower among the rural 


than among the urban people. Even a considerable 
error in the estimated population would not compensate 
entirely for the substantially lower birth rate in the 
rural areas, 13.2 per 1,000 against 18.6 for the cities, 
exclusive of Chicago. The birth rate for the State 
was 14.6 and for Chicago, 13.8. 

This experience suggests that the time has passed 
when cities can look with confidence to the country 
for an inexhaustible source of new blood. The trend 
appears to be definitely toward smaller families im the 
rural districts. 

On the other hand, the improvement in infant and 
maternal mortality has been much more rapid in recent 
years in the rural than in the urban localities. One 
reason for this, no doubt, is the rapid extension of 
public health service into the rural areas, especially 
programs of infant and maternity hygiene, Nursing 
services particularly have been expanded into the coun- 
try districts. 





DOES ALCOHOL CAUSE ACCIDENTS? 

The November ist issue of Itlinois Health Messenger 
comments on the use of alcohol as a cause of accidents: 

In an attempt to find a truthful and accurate answer 
to this perplexing question, so far as motor traffic is 
concerned, an extensive study that employed good 
scientific technic has been carried forward for several 
years in Evanston and recently reached the point where 
conclusions appeared justifiable. The first problem was 
to determine whether drivers involved in accidents had 
been drinking and to what extent. The second was to 


determine whether it was alcohol or some other factor 
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that led directly to the accidents in which drinking 
drivers were involved. 

Chemical tests of the urine and of the breath were 
used to determine whether drivers had been drinking 
and ‘to what extent. These two tests as used in the 
study appear to be reasonably reliable for that purpose. 

First, the urine test indicated that 47 per cent of 270 
drivers involved in personal injury accidents, serious 
enough to justify hospital care, had been drinking and 
that 14 per cent had consumed so much that they were 
unquestionably under the influence of alcohol at the 
time of the accident. 

Secondly, a chemical test on the breath of the driver 
was done on samples taken from 1,750 subjects selected 
at representative traffic points during all hours of the 
day and night over a period of a week. All possible 
precautions were taken to see that the drivers selected 
were representative of the entire driving population. 
Only 24 drivers out of all who were approached failed 
to cooperate and refused to permit the tests. This part 
of the study indicated that about 12 per cent of all 
drivers on the road had been drinking and that 2 per 
cent had consumed so much that their blood contained 
at least 1 part alcohol to 1,000 parts of blood—quite 
sufficient to impair driving ability. 

From these two studies it is clear that among 2,020 
persons tested a much higher percentage of drivers in- 
volved in personal injury accidents (47%) than of the 
general driving population (12%) had been drinking. 
After considering carefully all other factors that might 
have influenced the cause of accidents, the authors of 
this inquiry conclude: 

“Thus it appears that a close causal relationship 
exists between alcohol and accidents.” 

The report, which appears in the September 17, 1938 
issue of the Journal of the American Medical Associa- 
tion, presents convincing evidence that the conclusion 
is justified. 





AN EXPERIMENTAL STUDY OF THE 
BEHAVIOR OF SULFANILAMIDE 


Fred L. Adair; H. Close Hesseltine and Lucile R. 
Hac, Chicago (Journal A. M. .1., Aug. 27, 1938), 
determined the elimination of sulfanilamide in certain 
body fluids (cervical secretion, menstrual fluid and 
human milk) and its transmission to and its effect on 
the unborn fetus. Sulfanilamide has been found in the 
cervical secretion and menstrual fluid, but in amounts 
so small that its bactericidal action on the gonococcus 
is questionable. The criterion of cure of gonorrhea 
should be based, if possible, on cultural studies as well 
as on smears. Sulfanilamide is excreted in breast milk, 
both free and as the acetyl derivative. The milk level 
is considerably above the blood level, and the drug is 
excreted in the milk for some time after the blood 
level is negligibly low. With doses of 2 and 4 Gm. 
(30 and 60 grains) the total amount excreted was 
never greater than 1.5 per cent of the amount of the 
drug administered. It was still being excreted in small 
amounts seventy-two ours after medication had been 
discontinued. Sulfanilamide is transmitted to the pla- 
centa and fetus of the rabbit and is associated with a 
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marked increase in the mortality of the young. It has 
also been found in the placenta and cord blood of the 
human being. Until more is known of the tolerance 
of the human fetus and of the newborn for sulfanila- 
mide, the drug should be administered only with the 
utmost caution during pregnancy and the period of 
lactation. If administered to the mother, breast feed- 
ing should be discontinued during the period that sul- 
fanilamide is excreted in the milk. 





VITAMIN A DEFICIENCY AND DARK 
ADAPTATION 

Bertha L. Isaacs, Frederic T. Jung and A. C. Ivy, 
Chicago (Journal A. M. A., Aug. 27, 1938) present 
the results of their studies pertaining to the relation 
of vitamin A to dark adaptation as measured by the 
biophotometer in 143 medical students. Their original 
purpose was to determine whether a correlation exists 
betweeen the dietary intake of vitamin A, biophotometer 
readings and clinical symptoms. No correlation could 
be detected betweeen dietary vitamin A and biophome- 
ter readings. Neither could a correlation be noted in 
the subjects between vitamin A intake and clinical 
signs and symptoms of vitamin A deficiency. The 
authors believe that nothing is gained by translating 
dial readings of the biophotometer into millifoot 
candles, because errors are introduced and the effects 
of certain fallacies are exaggerated thereby, and that 
the criteria generally chosen for the recognition of 
vitamin A deficiency by means of the biophotometer 
are not the most reliable criteria. Far more study is 
essential before the biophotometer or any other single 
similar instrument can be used for the detection of 
vitamin A deficiency in the human being. 





DISEASES ATTACK ONE IN FIFTY 
Illinois Health Messenger, Aug. 1, 1938, says: 
About one in each fifty inhabitants of Illinois was 

attacked by one or another of the various notifiable 
disease during the first half of 1938. A total of 165,838 
cases of such diseases were reported in that period. 

Measles, of which there was an epidemic wave of 
unprecedented magnitude, accounted for considerably 
more than one-half of the cases, 87,280. Next in order 
of magnitude was scarlet fever with 13,547 cases; 
syphilis, 12,292; chickenpox, 11,767; pneumonia, 7,913; 
gonorrhea, 6,342; mumps, 5,690; tuberculosis, 3,968; 
whooping cough, 3,440; smallpox, 865; diphtheria, 847; 
German measles, 777; erysipelas, 469; influenza, 470; 
meningitis, 189; typhoid fever, 130. No other notifiable 
disease was responsible for as many as 100 reported 
cases. 

Aside from chickenpox, measles, mumps and scarlet 
fever there were only 46,554 cases of notifiable dis- 
eases reported, or about 3 in 500 inhabitants. Syphilis, 
pneumonia and tuberculosis, the more serious of the 
widely prevalent infections, accounted together for 24,- 
173 cases. Syphilis was slightly lower than for the 
first half of 1937 while both pneumonia and tuberculosis 
were sharply lower. 
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Original Articles 
INTEGRATION OF PERSONALITY 
FACTORS IN DIAGNOSIS AND 

TREATMENT 
Leroy E. Parkins, A.B., M.D., 
BOSTON, MASSACHUSETTS 


THE 


Since earliest recorded history, personality 
factors have held the attention of medical minds 
with varying interest and effectiveness. One of 
the chief functions of the primitive priest-physi- 
cian, or medicine man, was to exorcise demons 
and placate evil spirits residing within the pa- 
tient; bodily ills per se were quite incidental to 
the occasion. In later times, the physician’s 
spiritual function diminished like the tail of a 
tadpole and our profession could treat only the 
ills of the fiesh. In the Middle Ages Medicine 
became more fragmented; physicians, surgeons 
and barbers were an oddly assorted group who 
were frequently at ideological swords’ points 
with the clergy who were the sacerdotal shadows 
of the ancient medicine men and physician- 
priests. In that dark era the patient as a human 
being was lost in the limbo of scholastic dialectic 
teaching. The insane or hysterical patient was 
smothered, drowned, or turned loose in the 
woods; in any case the social problem was set- 
tled, while hot irons and blood-letting cleansed 
and healed bodily ills. 

The unity of medicine today revolves around 
the study of man with his maladies of mind and 
body. This necessitates an understanding of 
psychic and emotional as well as the somatic 
functions and diseases, together with considera- 
tion of environmental and social factors. All of 
these elements must be integrated in order to 
arrive at an accurate diagnosis and plan of 
treatment. It is idle to say that surgeons, in- 
ternists, and general practitioners need to know 
more psychiatry; or, that psychiatrists need to 
know more about general medicine; however, 
there is some substance of truth in both state- 
ments. The whole structure of medical thought 
needs unifying and harmonizing and should be 
brought to a higher level of usefulness; a wider 
distribution of known factual knowledge will go 
far toward accomplishing this end. 

The physician’s avowed task and self-imposed 
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obligation is to help solve the personal problems 
that distress his fellow man; that distress may 
originate in body, or mind, or both. Pope? said: 
“The proper study of mankind is man.” This 
profound and simple truth has been approached 
only by inches throughout the centuries of medi- 
cal history. Descriptive science took notice of 
man rather late; astronomy came first, after that 
geology, somewhat nearer man; then came 
anatomy and biology with their subdivisions. 
Sociology was a late comer on the scene, and it 
was only in the latter part of the nineteenth 
century that psychology and psychiatry were 
studied in a serious systematic manner by such 
men as Charcot, Janet, Kraeplin, Freud, Jung 
and their contemporaries. As scientists and 
physicians our profession has approached a sys- 
tematic study of the instincts, emotions, and ap- 
petites of man with a certain amount of timidity. 

During the magnificent growth of Medicine 
from the time of Hippocrates, Galen, Vesalius, 
Harvey, and Pasteur, down to this modern com- 
plicated laboratory era, there has been much 
divergence of medical thought and practice. As 
Clifford Allbutt? has so well stated, “the chief 
lesson the Hippocratic period has for us is that, 
in practice as in honor, medicine and surgery 
were one.” ... “To the clear eyes of the ancient 
Greeks an art was not liberal or illiberal by its 
manipulations but by its ends.” In our day we 
have many artificial divisions of Medicine; or- 
gans and anatomical systems have been parceled 
out; maladies divided, and surgery bisected as 
above and below the diaphragm; this portion to 
one practitioner and that to another. This is 
not a very exaggerated picture of modern Medi- 
cine. With this in mind it may be worthwhile to 
consider the integration of personality factors in 
Medicine as a common element of unity through- 
out the field of medical practice. After all, man 
himself is the “piece de resistance” of the general 
practitioner as well as the specialist. Personality 
factors enter every clinical picture whether we 
are aware of it or not. As one of my beloved 
medical teachers, the late Dr. Francis Peabody* 
said, “the clinical picture is not just a photo- 
graph of a man sick in bed; it is an impression- 
ist painting of the patient surrounded by his 
home, his work, his relations, his friends, his 
joys, sorrows, hopes, and fears.” This concept is 
not new but its widespread acceptance has been 
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retarded by the divergence in medical thought 
and practice in the latter part of the nineteenth 
and thus far in the twentieth century. Some of 
us know from experience that the family physi- 
cian recognizes the unity of Medicine. This is 
brought out very vividly in Dr. Arthur E. Hertz- 
ler’s illuminating book, “The Horse and Buggy 
Doctor”; especially in the chapter entitled “Me 
and My Patients,’ which can be understood 
without the aid of a dictionary. 

My practice is limited to the field of internal 
medicine; I have recently reviewed twelve hun- 
dred consecutive case histories of private pa- 
tients, and shall present some observations and 
statistics about 216 or 18 per cent. of the num- 
ber, where personality factors figured signifi- 
cantly in the scientific approach to diagnosis and 
treatment. 

Each time a physician sees a patient two fun- 
damental questions are presented, viz.: How sick 
is the person and how well is he. These are two 
distinct concepts in subjective abstract thinking, 
but in an objective consideration of the patient 
they allow of no separation. My view of health 
as a medical entity has some bearing on the sta- 
tistics which will be presented about this series 
of two hundred sixteen patients who have been 
diagnosed as primary or secondary psychoneu- 
roses. 

There is no fixed state of perfect health; life 
is a constantly shifting series of phenomena. As 
a practical matter we certify a patient’s health, 
or absence of it, on a certificate, but we never 
say in an exact quantitative manner how much 
health is present or absent at any given moment. 
In my practice I have arbitrarily fixed a score 
of 70 to 100 per cent. as the zone of good func- 
tional health; these are passing grades. By this 
I mean that the patient is free from handicap- 
ping mental or physical disease so that he is 
able to do his allotted tasks without a physi- 
cian’s immediate direction. From 70 to 50 per 
cent includes those patients who are able to 
wait on themselves, in part at least, but are han- 
dicapped to the extent of not being able to fol- 
low their usual tasks without medical guidance. 
Below the level of 50 per cent. the patient is 
sick in bed due to some cause beyond his imme- 
diate control. These are artificial divisions based 
primarily on function of the human being. This 
functional division is important and has practi- 
cal value to both patient and physician, espe- 
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cially in considering the psychoneuroses. Knowl- 
edge of the etiological factors in this group has 
not ‘advanced beyond the functional level at this 
time. This series of two hundred and sixteen 
cases excludes psychoses and alcoholics. 

Why this group sought medical advice is of 
some interest; 41, or 22 percent. had complaints 
at the emotional level; 15, or 70 per cent. had 
complaints related to some region of the body 
as well as obscure emotional complaints usually 
mentioned as an afterthought by the patient; 
while 18, or 8 per cent. had both emotional and 
physical complaints. Of the two hundred six- 
teen cases, 194, or 90 per cent., were primary 
neuroses, while 22, or 10 per cent. were rated as 
secondary neuroses. This clearly reveals that 
complaints related to the body are often directly 
or indirectly induced by mental and emotional 
states. Much of the separation of illness into 
mental and physical is made in the mind of the 
physician; the average patient considers himself 
sick or distressed and wishes to be treated as a 
whole human being. 

Among the 194 primary neuroses there were 
66, or 34 per cent. who had secondary organic 
pathology. The chief physical impairment among 
this group was malnutrition and anemia, with 


‘chronic fatigue as a common complaint. Among 


the total group with disorders of nutrition, 33 
per cent. were overnourished or obese. Diseases 
of the gastro-intestinal tract included a few cases 
of hemorrhoids and disorders related thereto; 
also five cases of chronic constipation and four 
of diarrhea (incluuding one case of amoebic dys- 
entery). Neuromuscular complaints were rela- 
tively rare; these included neuritis, C. N. S. 
lues, backstrain, and angioneurotic edema. Post- 
operative or post-traumatic states were present in 
six instances. Organic heart disease (hyperten- 
sive, coronary, and rheumatic), was present in 
seven cases. In four additional cases, there were 
functional disorders of the heart beat. A variety 
of acute and chronic infections occurred in this 
group; those of teeth (six), and tonsils (four) 
predominated. Of the constitutional diseases 
arthritis was present six times; diabetes twice; 
migraine twice, and pernicious anemia three 
times. Two patients had cancerphobia. This 
list discloses that disturbed functional mental 
complexes are frequently associated with various 
states of organic debility. The diagnosis of sec- 
ondary neurosis was made in 22, or 11 per cent. 
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where there was major organic disease ; in these 
cases the neurosis contributed materially to the 
patient’s disabiliy. 

Some writers report that in general practice 
the percentage of psychoneuroses runs as high 
as 40 to 50 per cent. and others say even higher. 
I suspect that these figures would frequently be 
lower if the patients were rated on the basis of 
their functional handicap. The percentage of 
neuroses in this series is lower than average, pos- 
sibly because 45 per cent. of the 1200 cases were 
referred for study by other physicians. It is ad- 
mitted that other patients in this series did not 
entirely conform to the usual group standards 
of thought and conduct, but they live without 
undue mental distress and function as normal 
persons in their environments. Perfection in 
personality has been very rare in my experience 
so that I have established the aforementioned 
functional divisions in arriving at diagnostic 
labels. 

In approaching a discussion of treatment of 
the psychoneuroses an internist might feel a lit- 
tle offside according to the lore of the modern 
specialties. However, as physicians, we pride 
ourselves in being practical-minded persons who 
meet life on a realistic level. In this connec- 
tion it is in order to ask ourselves, what do we 
mean by the term realistic; do we mean real, 
i. e., a consideration of reality as related to the 
patient? It would be easy to drift into meta- 
physics and theological problems on this theme. 
In medicine there needs be no hesitancy in our 
approach to reality; man is our major reality ; 
what affects him in whole or in part, which leads 
to disability and distress, are real problems irre- 
spective of the etiological or causal source. There 
is no essential medical difference between the 
consideration of the psychoneuroses and in con- 
sideration of bacterial or organic disease enti- 
ties. The physician’s capacity involved in for- 
mulating concepts of clinical biological chemis- 
try can be equally capable of solving most of the 
problems of clinical psychic disturbances, grant- 
ing that the practical and realistic attributes of 
the latter are accepted. As Peabody* stated in 
his excellent essay on “The Care of the Patient,” 
“the physician who attempts to take care of a 
patient while he neglects this factor (the per- 
sonality) is as unscientific as the investigator 
who neglects to control all the conditions that 
may affect his experiment.” One cannot con- 
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sider the diagnosis of the psychoneuroses at the 
clinical level without discussing treatment be- 
cause the two merge and are inseparable in ac- 
tual practice. 

Of this series of 216 cases, 204 had one or 
more treatments by psychotherapy; 88, or 43 
per cent. of the latter, had treatments for or- 
ganic defects previously mentioned, which were 
coincidentally present. Twelve cases received 
no treatment; and explanation of this figure is 
i propos. A few times early in my practice I 
made the mistake of letting the patient influence 
my decision in regard to stating the exact diag- 
nosis or in attempting some treatment; this was 
a clinical error. When it is impractical on ac- 
count of the time element, or for other valid 
reasons, it is good sense and sound judgment not 
to attempt treatment, especially when it is rec- 
ognized that a psychoneurosis is usually a 
chronic functional disorder which frequently re- 
quires an appreciable length of time for im- 
provement. I declined to treat twelve cases for 
such valid reasons. 

Of the 216 cases, 50 per cent. were referred by 
other physicians or were seen in consultation ; as 
a result, some of these patients were often seen 
only once or twice. The number of treatments 
The total number 
rated cured are 40, or 19 per cent.; 129, or 60 per 
cent., Were improved ; and 46, or 21 per cent., are 
unimproved. Cures are rated as such after one 
to four years, some are as long as ten years. I 
have had no opportunity to make a detailed fol- 
low-up of these cases, but hope to do so. In an 
excellent review of a ten-year follow-up of 1186 
cases of neuroses reported by T. A. Ross,° 547, 
or 45 per cent., reported themselves well, and 
306, or 25 per cent., as improved; this leaves 30 
per cent. of his series as unimproved or unre- 
ported. His excellent books, “The Common 
Neuroses,” and “Prognosis of the Neuroses,” 
are written in practical clinical language that 
can be grasped by the average physician and are 
well worth reading. 

The following case histories will illustrate 
what I have considered as important handicap- 
ping personality factors, and their relation to 
diagnosis and treatment. 

Case 95. (Referred by Dr. Robert Curtis). Mrs. 
J., aged 42, husband and two children living and well. 
This patient had never had any serious illness; preg- 


nancies normal and marital sex relations normal. Pres- 
ent Illness: The patient related that since childhood she 


per case has varied widely. 
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had not been able to go beneath the ground; she could 
not ride in subways or go through tunnels without be- 
coming hysterical and losing consciousness, and at times 
vomiting. She had always lived in the vicinity of Bos- 
ton and had used many subterfuges to avoid the sub- 
ways. While in college she frequently walked several 
miles to avoid the subway. At the time she was seen, 
March 1936, she wished to go to New Orleans but felt 
felt emotionally unable to face the decision because it 
necessitated going via railroads which traversed several 
tunnels. Physical Examination: Physical examination 
was negative except for moderate erosion of the uterine 
cervix, for which she was referred to a surgeon. Labor- 
atory: Hemoglobin 70%; red blood count 5,910,000; 
blood Hinton negative; urine normal. After the ex- 
amination she was asked if she had had any especially 
unpleasant experiences in childhood. She stated that 
her childhood was without any major emotional dis- 
turbance; she could not think of anything that might 
be related to these attacks. She was asked to reflect 
and return one week later. At the second interview 
she could only remember two unpleasant experiences 
which she thought did not amount to much. At five 
years of age she attended her father’s funeral and 
saw the casket lowered into the grave “and it never 
came up.” She said this frequently bothered her mind 
for several years in childhood. About one year after 
this experience she was playing with a boy companion 
near a highway by a brook. The patient put her 
head inside a culvert that ran under the highway; the 
mischievous boy pushed the patient into the culvert 
which frightened her very much. These memories 
were all she could think of. She was asked if these 
experiences might in any way be remotely related to 
her feelings of horror, etc., when going underground. 
She was not certain, but thought it might be possible. 
She was reassured that there was a very probable 
connection and she was advised to go to New Orleans 
with her husband, who was told about the results of 
this examination. The patient was not seen again. 

Four months later the husband reported that the 
patient made the trip to New Orleans, rode through 
all the tunnels, and since has ridden through subways 
in a normal manner. She has remained cured for three 
years. Her complaint was at the emotional level; she 
was a college graduate with an alert personality and 
had met all other personal and family problems on a re- 
alistic basis. Her insight and decision were rapid. She 
was cured in two interviews; was this a trivial case 
because of the ease of cure? Ross® in his reports on 
prognosis in neuroses says: “It is easy to call any case 
trivial if the treatment which was associated with 
recovery was simple. A better definition of triviality 
is to know the amount, and especially the duration of 
suffering which the particular handicap caused and 
what would have happened if that treatment had not 
been given.” This patient’s disability had continued 
for over thirty years. 


One cannot refrain from mentioning that in- 
telligent application of mental hygiene in child- 
hood would have prevented this patient’s long 
emotional disturbance. It is to be hoped that 
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some day the formal education of children will 
include the role of the emotions in relation to 
conduct and physical feelings. If this were done, 
adult functional emotional disturbances would 
become much less frequent. 

The following two cases were referred to the 
surgical service of Dr. Howard M. Clute; I saw 
them in consultation. 


Case 25, Mrs. A., 71 years, a widow whose husband 
had been dead several years; two children, a son 46 
years, living and well, and a daughter, 44 years, single, 
living and insane (dementia precox); no miscarriages 
or still-births; otherwise family history negative. 

Present Illness: In December 1935, patient entered 
the New England Baptist Hospital on account of a 
recurrence of gall-bladder symptoms which had both- 
ered her intermittently for six years. Four days be- 
fore entering the hospital, she had an acute stinging 
pain which radiated from the right upper quadrant to 
the right shoulder. Cholecystograms in another city, 
six years previously, and at this time revealed gall- 
stones. The third morning in the hospital at 7:00 A. M., 
she was found in a semi-conscious state; she complained 
that she felt sure that she was going to die. Physical 
and laboratory examinations were essentially negative; 
a diagnosis of hysteria was made. The patient recovered 
within a few minutes and ate breakfast as usual. It was 
suspected that this emotional episode was the out- 
cropping of some subconscious psychic complex. 

Later the same day the patient was seen again when 
her past history was reviewed. Three years previously 
she had developed hypertensive heart disease with a 
moderate amount of decompensation. A letter from her 
physician in another city stated that after taking digi- 
talis and sedatives she had gradually improved. Dur- 
ing this period of three years, she had taken some 
member of the barbiturate series three times daily. At 
this time her heart was fairly well compensated; cardiac 
symptoms were palpitation and occasional dyspnea; 
she felt it very necessary to take the sedative three 
times per day because she said it gave relief. 

The circumstances of her life at the time of develop- 
ing heart failure are of interest. She was very active 
in church and social affairs; she was on many commit- 
tees and was extremely busy; attended teas and social 
functions frequently; she also gained considerable 
weight as a by-product. She felt that she “had to be 
doing something”; she had a sense of compulsion in 
regard to most of her life. After she had related these 
experiences she was told that her tale resembled that 
of a person who had been unhappily married. She 
wished to know why this was said; then after a mo- 
ment of reflection she said this was so in her case, 
but that she had never mentioned it before. 

The patient then revealed that her husband, a very 
successful man, had domineered her for many years. 
For several years prior to his death their marital sex 
relations had been nil. He was moody and would 
disappear for two or three weeks at a time. Her recital 
of his actions suggested that he might have had a 
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mild manic depressive psychosis. At his death she 
felt a great relief and was thankful that he was gone, 
although to the world she was in mourning and con- 
formed to correct social customs. 

Also she related that she was very depressed at times 
because of her daughter’s hopeless insanity; the daugh- 
ter has delusions and hallucinations, one of which is 
that she is a prostitute and is the mistress of a cer- 
tain fictitious man. The daughter writes daily licen- 
tious amorous notes to this make-believe person. The 
mother’s fixed ideas of puritanical morality have suf- 
fered a serious impact from this source. She often 
has a sense of depression and a marked sense of guilt 
because of the daughter’s supposed waywardness. A 
sympathetic explanation that the delirium of insanity 
is no more serious in its personal implications than 
the delirium of typhoid fever greatly relieved the 
patient’s mind; she had immediate improvement from 
this particular depressed state. 

It may be asked how these mental states have af- 
fected this patient’s general health. After the above 
recital, the patient was asked again why she took 
barbiturates three times per day. The sedative was 
prescribed for her insomnia as well as for tachycardia 
and occasional dyspnea. Finally she said the sedative 
gave relief from “awful memories,’ which were found 
to be memories of her late husband and the insane 
daughter. It was really these cruel memories which 
caused insomnia and made her nervous. The frequent 
tachycardia and palpitation were caused to a large 
degree by the same psychic stimulation. After much 
persuasion and trial, she gradually left off the sedatives. 
Within three months she slept well with no drugs 
and her heart action steadily improved so that the 
dose of digitalis was reduced from ten to five grains 
per week; and she was able to go shopping without 
undue strain, something which she had not been able 
to do for a long time. 

Before she left for the summer in June, 1938, this 
patient stopped at my office to say good-bye; she said 
that she felt like apologizing because she felt so well. 
The following autumn she returned to the city and 
had a mild recurrence of depression over some changes 
in her daughter’s physical condition; after a few days 
this depression disappeared. She has spent the third 
year fairly well for a patient with heart disease of 
arteriosclerotic origin. This past winter her heart has 
continued to be fairly well compensated, but she had 
another relapse of depression about her daughter. 
Knowing the patient’s subconscious sense of guilt about 
her daughter, it was suggested that the mother re- 
furnish the daughters’ room at the private sanatorium. 
This was arranged; the daughter now lives in a new 
environment which makes her no better and no worse, 
but the mother has been helped very much. 


The personality factors in this case are more 
complicated than in Case 95; but the value of 
integrating these factors at the diagnostic and 
‘therapeutic level has been of appreciable benefit 
to the patient. She is not completely cured, but 
she has a better grade of health and enjoys a 
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larger measure of happiness which is the com- 
mon pursuit of mankind. 


Case 145, Mrs. P., entered the hospital in April, 
1936. This patient was a young woman, twenty-four 
years of age; happily married, husband living and 
well; there were no children. She had been referred 
for surgical treatment of possible hyperthyroidism. 


’ Present Illness: For the preceding five years she had 


become increasingly nervous accompanied by the loss 
of nineteen pounds weight, together with marked ease 
of exhaustion. Also she complained of trembling of 
the hands, profuse sweating and flushing of the skin. 
She was easily emotionally upset and cried over “noth- 
ing.” One month before entering the hospital she had 
developed diarrhea, eight to ten stools per day, ac- 
companied by occasional hematemesis; also a few times 
small amounts of red blood were seen in the stools. 
Palpitation had persisted for many months. She had 
been a bed patient at home for two weeks prior to 
hospitalization. Her family history was apparently not 
significant; father, mother, and three sisters were liv- 
ing and well. 

Physical Examination: The patient weighed 98 
pounds; before this illness her average weight had been 
117 pounds; skin was smooth and moist; hands showed 
coarse constant tremor; eyes staring but no exoph- 
thalmos. Ears, nose, and throat negative. Neck nor- 
mal, no thyroid enlargement. Lungs clear; heart nor- 
mal except for a constant rate of 100 while lying in 
bed. Temperature normal; abdominal, pelvic and rectal 
examinations normal. Extremities normal; knee jerks 
equal, hyperactive. Laboratory: BMR +41. Blood 
Hinton negative. Hemoglobin 85% (Sahli), r.b.c. 
4,400,000; w.b.c. 8,450. Urine normal. 

This patient had most of the signs and symptoms 
of hyperthyroidism, but it was definitely decided by 
Dr. Clute that the patient did not have this disease. 
It was suspected that some emotional personality fac- 
tors might be involved. While taking the patient’s 
history it was observed that her stream of thought 
was sluggish. Apropos of nothing she suddenly asked: 
“Why do I have this fear when I know there is noth- 
ing to fear?” She had no explanation as to why she 
asked this question. She was asked to give details 
of her nervousness. 

She then related that five years previously at nine- 
teen years of age, she had had a series of hysterical 
attacks intermittently over a period of weeks. She 
had a phobia of not wanting to be left alone, and could 
not remain in certain rooms at school. For a period 
of months she could not talk to anyone without hav- 
ing her back to the wall, because she had a constant 
fear that a man might jump at her. These feelings 
gradually disappeared so that she was not annoyed much 
for a year or more. Three years previously she threw 
herself actively into social affairs, but tired of it after 
a season because she became exhausted easily and began 


‘to have transient recurring attacks of nervousness. 


About this time she became engaged and decided t> 
be married, hoping that married life might be a cure 
for her troubles. After two years of married life she 
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had found it made no difference, as her symptoms be- 
came more intense and persistent. 

She then related that her sleep was troubled. She 
had frequent nightmares; she would awaken in great 
fright, had palpitation, sweat profusely, and would be 
completely exhausted. In her dreams she was pursued 
by a monster. 

It had been noted that while discussing her family 
history, any reference to her father always brought a 
sharp reply tinged with anger and sarcasm; she stated 
once that she hated him. At this time it was suspected 
that the patient’s psychic disturbance had some direct 
connection with her father. She was asked if he had 
assaulted her. She replied that she did not wish to 
answer that question; this ended the interview. 

The following morning the patient’s husband tele- 
phoned that she wished to see me; she had talked to 
him and decided to answer the question. She related 
that her father was a chronic alcoholic who had been 
fairly successful in monetary affairs and had always 
domineered the whole household. Five years before, 
while sober, he had assaulted the patient when they 
were alone. The patient’s symptoms of nervousness 
developed not long after this episode. Soon afterwards 
she procured a pistol to shoot her father, but due to 
a miscalculation on her part he did not appear on the 
scene; later her courage failed, so this idea was aban- 
doned. 

The patient readily understood that her emotional 
disturbances had affected her physical feelings and had 
had much to do with her lack of interest in life. She 
was told that her unfortunate experience could account 
for her palpitation, trembling, sweating, and sense of 
exhaustion. She remarked that she had suspected this 
herself. She was advised to get up and be an ambu- 
latory patient while being treated for the mild sec- 
ondary anemia and diarrhea, both of which were due 
to dietary deficiencies. Within five days anti-anemic 
therapy and a high vitamin diet gave complete relief 
from the diarrhea, and restored her blood level to nor- 
mal; the pulse rate dropped to 80. She was discharged 
to the care of her family physician, who was told the 
details of the history. He reported three months later 
that she had continued to improve and that most of 
her nervous symptoms had disappeared. It would be 
difficult to make a clear-cut differentiation between per- 
sonality factors and purely physical defects in the 
case of this patient. The essential element for consid- 
eration was the unified concept of the patient as a 
human being, and the integration of personality and 
social factors with the symptoms and physical signs. 


These case reports emphasize Janet’s’ state- 
ment that “the study of the mental state of the 
patient can sometimes be useful to explain many 
disturbances and to give some unity to appar- 
ently discordant symptoms.” It is obvious that 
the capacity to be relieved or cured is a major 
factor in treatment; some personalities have de- 
fects or omissions ; it is impossible to put a quart 
into a pint measure. It is futile and a waste of 
time to attempt to re-educate the emotional por- 
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tion of an adult’s personality if the person left 
school in the grades and has since not advanced 
much beyond the I. Q. of childhood. Irrespec- 
tive of so-called culture or social status, such 
patients rarely make any marked or permanent 
improvement. Shakespeare had this group in 
mind when he mentioned the parable of the silk 
purse and the sow’s ear. 

What is the best method of treatment ot tne 
psychoneuroses? All physicians use some type 
of psychotherapy, the kind that works best with 
you is proper for you to use. However, much 
fundamental information that is universal in 
application is available in many texts and jour- 
nals. I consider Freud’s ideas of invaluable 
help, reading his case histories is worthwhile. I 
do not subscribe to psychoanalysis as a practical 
method of treatment for general use. There 
isn’t enough time and there are not enough phy- 
sicians in the world to treat a small fraction of 
those who need help, if this were the only treat- 
ment. However, psychoanalysis may be of very 
definite value in some difficult cases. It is to be 
rated as part of the psychiatrist’s special reper- 
toire of therapies. Jung’s* recent simplified 
classification of the instincts and appetites is a 
practical contribution for clinical use because of 
the fundamentals elucidated. He says: “The 
separation of psychology from biology is purely 
artificial because the human psyche lives in in- 
dissoluble union with the body. Psychology, 
biology, and physiology are inseparable in actu- 
ality...” 

As you all know, Adolph Myer coined the 
term psychobiology; and Adler, the Viennese 
pupil of Freud, set forth the theory of the in- 
feriority complex. Their ideas have been valu- 
able contributions and have aided in giving us a 
better understanding of personality factors in all 
branches of Medicine. The psychoneuroses are 
something like arthritis, many explanations are 
offered as to the cause, and the treatments are 
legion. Also, both conditions tend to recur or 
be painful in moody weather. Magendi,® the 
founder of experimental pharmacology, consid- 
ered medicine as a “science in the making,” so 
we look to the future with faith and assurance 
that our profession will continue to explore this 
realm of the personality and give us still better 
methods of preventing and treating the mental 
ills of man. 


This résumé of the integration of personality 
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factors in the diagnosis and treatment of a series 
of twelve hundred private patients reveals that 
two hundred sixteen, or 18 per cent., were diag- 
nosed as psychoneuroses; sixty-six, or 34 per 
cent., of the two hundred sixteen cases had coin- 
cidental organic pathology. Treatment by 
psychotherapy resulted in forty, or 19 per cent., 
being cured for one to four years; one hundred 
twenty-nine, or 60 per cent., were improved ; and 
forty-six, or 21 per cent., were unimproved. 

Irrespective of our field of practice, as physi- 
cians, we have a universal interest in the patient 
as a fellow human being. It has been my ob- 
servation that as a profession we tend to dispense 
along with scalpel, potion, and pill, those human 
intangible therapies of kindness, discipline, sym- 
pathy, and encouragement. I am sure that your 
patients will remember the latter long after the 
former have been forgotten. 
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ROENTGEN CONSIDERATION OF LE- 
SIONS IN AND ABOUT THE LARYNX 
—DIAGNOSTIC ASPECTS 
ApoLeH Hartung, M. D. 

CHICAGO 

Although the larynx and adjacent structures 
offer favorable conditions for roentgen examina- 
tions because adjacent air containing passages 
render them readily visible, this method of ex- 
amination is not being used as frequently as it 
deserves. This neglect is not due to lack of avail- 
able information for numerous comprehensive 
roentgenological studies have been made and pub- 
lished relating to anatomic, physiologic, path- 
ologic and clinical aspects of them. The most of 
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this knowledge has been incorporated in Hay’s* 
monograph on “The Neck, Roentgenologically 
Considered,” but numerous articles relating to 
special phases of the subject have appeared in the 
literature since its publication. Lack of dis- 
semination of this knowledge may be partly 
responsible, but failure to appreciate its prac- 
tical value not only by general practitioners but 
even by laryngologists and roentgenologists is 
undoubtedly the main reason for its limited ap- 
plication. One reason for its unpopularity with 
roentgenologists may be the frequent inability 
to translate objective findings into terms of 
clinical entities without correlation to direct or 
indirect laryngoscopic examinations or biopsies 
which are not always available. Many laryngolo- 
gists on the other hand fail to appreciate how 
the roentgen findings may supplement the in- 
formation obtainable by other methods as to the 
nature, exact location and extent of a lesion. In 
some cases the roentgen examination may be the 
only practicable method for obtaining such in- 
formation. In others it may greatly facilitate 
further procedures for diagnostic or therapeutic 
purposes. Practically always cooperation between 
the clinician and roentgenologist is necessary for 
correct interpretation of findings. Interest and 
enthusiasm for the method is invariably fostered 
by use of it. 

A few words relative to technique may be 
apropos. A preliminary fluoroscopic examination 
is usually advisable, as it permits observation of 
the parts with respiration, phonation and deglu- 
tition and also observing contrast media which 
may have to be given to obtain desired informa- 
tion. Films offering a maximum of soft tissue 
contrast present the most reliable diagnostic data. 
Lateral views of the neck are usually the most 
important, but sagittal exposures may be indi- 
cated for additional information. Unfortunately, 
practically all details are obscured by the super- 
posed spine structures in this position as made 
in the usual manner. Recently a method original- 
ly introduced by Rethi,? tending to overcome this 
difficulty by the use of intra-pharyngeal films, 
has been revived largely through publication of 
a monograph by Waldapfel.? In our experience 
with it, definite advantages have been apparent 
in selected cases by being able to demonstrate 
conditions which could: not be shown by ex- 
ternal films. Special procedures such as draw- 


ing the larynx forward by means of a curved 
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sound, also recommended by Waldapfel, or over- 
distending the air passages by the Valsalva 
method as suggested by Jénnson* may excep- 
tionally disclose pathology not demonstrable 
otherwise. 

Knowledge of the normal anatomy of the 
various structures of the neck and their roentgen 
appearances is a prime requisite for correct inter- 
pretation. The cartilaginous structures tend to 
ossify normally with advancing years in a fairly 
constant and regular manner as demonstrated by 
Fraenkel.5 The shadows cast by such ossification 
are often very confusing and may at times simu- 
late pathologie processes or foreign bodies. De- 
velopmental yariations occur and the possibility 
of unusual densities being of this nature should 
always be taken into consideration. 

Pathology is indicated either by the presence 
of abnormal shadows or distortion of outlines 
which may be recognized by encroachment upon 
the air spaces. Displacement of normal struc- 
tures may be a secondary manifestation, HKyen 
though inflammatory lesions cannot be differ- 
entiated from neoplasms in many instances, the 
location, contour and extent of the lesion can be 
recognized in most of them. Functional varia- 
tions may serve to localize the process and dis- 


close its nature. Opaque media may demonstrate 
constrictions, sacculations or irregularities of 
contour not visible otherwise. 

As regards the indications for roentgen ex- 
aminations in connection with lesions in and 
around the larynx, from the symptomatic stand- 
point hoarseness, aphonia, difficulty of speech, 
dyspnea, stridor, recurring cyanosis, strangling 
attacks, lump in throat, dysphagia or pain on 
swallowing, and pain or swelling in the anterior 
part of neck, may be present singly or in com- 
bination to suggest the need for such an ex- 
amination. Relatively few patients are referred 
specifically for neck examinations in connection 
with the complaints mentioned except by men 
who are fully aware of the possibilities of what 


the roentgen examination may reveal. On the 


other hand many cases with the above symptoms 


are referred for chest examinations with a view 
towards getting information about the heart, 


lungs and mediastinal structures and usually 
examinations are limited to give information 


relating to them. In some of these cases a de- 
tailed and thorough neck examination may dis- 
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close the cause of symptoms which cannot be 


accounted for otherwise. 
Before describing detailed findings of the va- 


rious lesions under consideration, brief reference 
to foreign bodies in the neck may be appropriate 
because of their relationship to those structures. 
The cervical portion of the esophagus is the 
site of predilection for lodgment. As regards 
radio-opaque bodies, the roentgen examination 
can reveal both the presence and location of such 
bodies. Secondary changes such as abscess forma- 
tion may also be disclosed by it, In the case of 
non-opaque foreign bodies information relative 
to them may depend on soft tissue changes or 
their presence and location may be demonstrated 
with the aid of an opaque meal. A foreign body 


may be obstructed because of a constriction which 


may have caused no symptoms. Follow-up ex- 
aminations after removal of such bodies may be 
indicated to rule out the possibility of stricture. 
In connection with trauma to the soft struc- 
tures of the neck, the roentgen examination may 
be of definite value by disclosing displacements 
of parts of the larynx or fractures of the car- 
tilaginous portions, especially if ossification is 
present. Intra-pharyngeal films may be particu- 
larly valuable to demonstrate these findings. 
Inflammatory conditions of the neck may 
readily be shown roentgenologically by the in- 
crease of the involved structures and decrease in 
size of the air passages. This examination may 
give required information when other methods 
are impracticable or unsatisfactory. It is espe- 
cially valuable in connection with retropharyn- 


geal abscesses. Post-inflammatory stenosis due 


to infection or trauma may also be revealed both 
as to location, extent and degree of constriction. 
Narrowing of the lumen of the air passages due 
to external compression, can be readily demon- 
strated, for which reason roentgen examinations 
of the neck are usually indicated in connection 
with thyroid enlargements, tumors. or other 
swellings in this region. 

Tuberculosis involving the laryngeal or ad- 
jacent structures is apt to give a variable picture 
depending upon the location and stage of devel- 


opment. According to Taylor and Nathanson,® 
encroachment upon the _ ventricle, especially 


posteriorly, is one of the earliest manifestations, 
and may be demonstrated only on films made 


with phonation. Enlargement of the arytenoid 
eminence, thickening and distortion of the ary- 
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epiglottiec fold, and changes of the epiglottis are 
later and more commonly observed findings. In 
the presence of a florid pulmonary tuberculosis 
these changes are almost pathognomonic. Other- 
wise they may be merely suggestive and require 
history, larynoscopie findings or biopsy for con- 
firmation, 

Syphilis also may produce changes which may 
be suspicious for lesions of this nature but more 
often are equivocal or indefinite. According to 
the few attempts which have been made to de- 
scribe characteristic findings, these supposedly 
are more apt to involve structures located anter- 
iorly, be hyperplastic or productive in character 
and produce distortions by fibrosis and adhesions. 
Occasionally gummata may manifest themselves 
as tumorous masses, the nature of which may be 
evidenced by disappearance under anti-luetic 
treatment. 

Roentgen examinations are especially valuable 


in connection with neoplasms, firstly as an aid 


in diagnosis and secondly to suggest preferable 
means of treatment or check upon progress in 
connection with treatment. Benign lesions usually 
manifest themselves as sharply circumscribed 
densities projecting into air containing parts. 
Information relative to their size and point of 
origin may largely influence and facilitate ther- 
apeutic measures contemplated. 

Malignant lesions may exceptionally be present 
as well defined localized tumors, but more often 
they first come under observation when so far 
advanced that neither their exact origin nor ex- 
tent is accurately demonstrable. Tumors of the 
base of the tongue commonly project into the 
vallecula and displace the epiglottis. The latter 
structure, when involved, usually shows well de- 
fined enlargement and distortion. Involvement 
of the hypopharynx may cause pressure displace- 
ment of the larynx and it is in connection with 
these cases that the procedure advocated by 
Waldapfel of drawing the larynx forward may 
serve to outline the area involved. Intrinsic tu- 
mors are not always demonstrable as such. Biopsy 
confirmation is usually necessary for accurate 
diagnosis of all suspicious lesions. 

Lesions of the cervical portion of the esopha- 
gus, especially in their early stages of develop- 
ment, may be overlooked unless the neck is ex- 


amined with special care. They may manifest 


themselves by increase in the width of the pre- 
vertebral soft tissues in the hypopharynx but 
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more frequently are directly demonstrable with 
the opaque meal or barium filled capsules, Con- 


strictions due to malignancy or other causes can 
easily be shown and small diverticula may be 


visualized when the ordinary examination may 


fail to disclose them. Temporary retension of 


opaque meal residues in the pyriform sinuses 


have occasionally led to mistaken diagnosis but 
a knowledge of their location and form ought to 


be sufficient to avoid error. 
Finally, the roentgen examination may be of 


value in indicating the proper site for radon im- 


plantation or topical application of radium if 


this form of therapy is decided upon. Coutard 


and Baclesse’ have stressed the value and need 
for repeated roentgen examination in connection 


with the external irradiation treatment of malig- 
nancies in this region. It can also give valuable 
information in connection with tracheotomy pro- 
cedures and proper fittings of tracheotomy tubes 


as pointed out by Jackson.® 


The following conclusions seem justified: 


1. Detailed and thorough roentgen examina- 


tions of the neck are indicated more frequently 
than they are ordinarily made. 


2. Such studies are of greater practical value 
than is generally recognized. 


8. It behooves the roentgenologist to acquaint 
himself with the diagnostic details and avail him- 
self of their application even when not specifically 


asked to do so. In this way he may be able not 


only to increase the scope of his field of useful- 


ness, but help to popularize a method which has 


far greater diagnostic possibilities than its pres- 


ent use suggests. 
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ROENTGEN CONSIDERATION OF LE- 
SIONS IN AND ABOUT THE LARYNX 


Therapy 
T. J. Wachowski, M. D. 


University of Illinois College of Medicine, 
CHICAGO 

Lesions of the larynx which warrant consid- 
eration from the viewpoint of therapeutic ir- 
radiation are those of inflammatory and _ neo- 
plastic origin. 

The inflammatory lesions do not concern us 
greatly because of their usually self-limited 
course and the adequacy of therapy with other 
means. In passing, it might be said that judi- 
cious small dosage irradiation has been found 
of value in these conditions, especially when 
there is perilaryngeal involvement of the phleg- 
monous type. 

Of the neoplastic lesions, the benign ones are 
ordinarily adequately handled by surgery. It is 
in the field of malignant neoplasms that there 
is the greatest need for advancement, Prior to 
the advent of adequate irradiation therapy, the 
field was in sole possession of the surgeon, Over 
a period of years it was established that only 
those lesions which were still intrinsic in the 
larynx were operable. Some surgeons have at 
times widened these indications and attempted 
more radical procedures. Their efforts have not 
been fruitful, however, resulting in high oper- 
ative mortalities and frequent recurrences. Gal- 
loway,® in a very rationa) presentation of the 
subject, limited the surgical attack to 1. the 
intrinsic lesions and 2. those involving the epi- 
glottis without extension to the tongue. 

In intrinsic carcinoma of the larynx the per- 
centage of surgical cures is high. The reports 
of New,"? St. Clair Thompson,’* Jackson,’ 
Orton,’*? McKenty,’® and Fielding Lewis® are 
indeed imposing. ‘These workers obtain from 
63% to 79% three-year and from 38% to 58% 
five-year cures. However, their material is care- 
fully selected and, therefore, the procedure is 
available to only a few of these unfortunate 
patients. 

Irradiation therapy may be applied either in- 
ternally or externally. Quick’* has described the 
early trials with radium internally. Despite im- 
provements such as the laryngostat devised by 
H. E. Martin and the Finzi-Harmer* method of 
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inserting radium following fenestration of the 
thyroid cartilage, the intrinsic use of radium has 
not led to significant results and untoward ac- 
cidents are frequent, Recently, Simpson’ has 
devised a radon holder which is inserted into a 
bronchoscopic tube. Daily therapy is thus ad- 
ministered by a bronchoscopist. 

External irradiation may be applied by either 
high voltage roentgen rays or the radium bomb. 
No significant difference in results has been re- 
ported thus far, 

The accepted rational of the protracted in- 
tensive method of irradiation therapy is the dil- 
ferential action of gamma rays on the more un- 
differentiated cells of the body. This principle 
was first enunciated by Regaud and was applied 
to x-radiation by Coutard. 

lrradiation is accepted as the method of 
choice for all inoperable cases. We are, there- 
fore, concerned only with the proper indications 
for either surgery or irradiation in the border- 
line or frankly operable cases, When Coutard, 
and those who followed him, began to utilize in- 
tensive X-ray therapy, they naturally chose only 
hopeless cases. In time, as results encouraged 
them, they attempted earlier cases. To date, 
however, the number of intrinsic cases treated 
has been very small and there are no reports 
available on five-year results. Juul® treated 21 
intrinsic lesions between 1931 and 1935 and of 
these 7 were without sign of disease in 1937, 
a rate of 32%. H. E. Martin in 1935 reported 
2 of 4 intrinsic lesions alive and well from 18 
to 42 months. Recently, Harris and Klemperer® 
reported a good primary result, over one year, in 
12 of 16 lesions of the vocal cord, or 75%. In 
view of the observation of Schinz and Zup- 
pinger** and Coutard* that those patients who 
pass one year without evidence of disease will 
probably stay cured, their results seem promis- 
ing. Although Coutard has not specifically pub- 
lished data on intrinsic cases, he has from the 
first stated “x-ray therapy of carcinoma of the 
larynx is relatively easy when the growth has 
only slightly immobilized the muscle and not 
yet invaded the cartilage. In these cases, there 
are few failures and few accidents.”? A similar 
optimistic vein is noted in the works of many 
authors and it is conceded that the curability 
of carcinoma of the larynx by irradiation is 
greatest in the intrinsic lesion and decreases as 
the growth is removed further from the vocal 
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cords. The method is so recent, however, in 
the experience of most of the radiologists that 
they have not compiled series large enough to 
warrant publication. Quick** is most enthusi- 
astic about the advantages of radiation over 
surgery. 

It must be admitted, however, that there is 
apparently a group of intrinsic carcinomas in 
which irradiation has failed despite conipetent 
ther: py. These are undoubtedly radio-resistant 
lesions and every effort is being bent to deter- 
mine the reason for this resistance. Correlation 
with the classification of Broders has not met 
with entire success, partly because® the biopsy 
section does not always reflect the general char- 
acteristics of the tumor as a whole. Coutard 
separates all laryngeal carcinomas rougly into 
the cancers composed of undifferentiated cells 


and those composed of differentiated cells. He 


cites certain characteristics of growth and habit 


as characterizing each group, especially the ten- 
dency of the differentiated cells to infiltrate the 


intermuscular spaces and even penetrate the 
muscle fibers themselves, for which it has a spe- 
cial affinity. 

In the undifferentiated group he recommends 
irradiation as the method of choice in all cases 
since it never is biologically operable, due to early 
and widespread metastasis. If surgery is insisted 
upon, he recommends preoperative irradiation 
in order to destroy the most fragile cells, which 
are the most dangerous from the standpoint of 
surgical dissemination. In the differentiated 
group, cure by radiotherapy is almost impossible, 
so surgery should be the method of choice. If 
the surgery is inadequate because of more ex- 
tensive disease than was anticipated, radiation 
should be given immediately to take advantage 
of the temporary post-operative cellular activ- 
ity which makes the cells more radio-sensitive. 

Occasionally a fungating intrinsic tumor is 
seen with an immobile cord. The biopsy shows 
anaplasia. The indications then are not clear 
cut for either method of therapy. Irradiation 
should be started and the case observed daily. 
If at the end of 2,000 to 3,000 r, total dose, the 
tumor shows marked regression and the cord be- 
comes mobile, the irradiation is continued. If, 
however, the cord is still immobile, it indicates 
infiltration of the muscle and surgery is indi- 
cated. This type of cooperation between the 
laryngologist and the radiologist should give the 
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patient the best chance for a permanent cure 
without losing sight of the desirability of pre- 
serving voice. 

The technique of the irradiation varies con- 
siderably, depending on the size of the lesion, 
the age and condition of the patient and the 
presenc or absence of metastases and infection. 
It has been shown by Coutard that if infection 
is prominent it is very advantageous to precede 
the main course of therapy by a short period of 
treatment intended to control or eliminate the 
infection and to favorably modify the vasculo- 
connective tissue. The dose varies from 5 to 


50 roentgents delivered through rather large por- 
tals over a period of 13 to 26 days.® 


The cellulocidal therapy is best delivered 
through as small portals as is possible in order 
to preserve the general condition of the patient. 
With fields approaching 100 sq. cm. in area, the 
general effect on the patient is so marked that 
often irradiation must be discontinued before 
there is an adequate local effect. Hayes Martin 
has called attention to the advantages of the 
round portals as compared to the square ones. 
With them, there is less needless irradiation of 
probably uninvolved tissue. Recently, the use 
of various medications such as liver extract, 
thiamine chloride, nembutal and intravenous 
glucose has been of great aid in preserving the 
general tolerance of the patient. ‘There is a 
great variation in the local and general toler- 
ance of individual patients. In one of our cases, 
irradiation was stopped at a dose of 2,800 r & 2 
delivered through 10 cm. portals because of 
marked local reaction and toxemia. In another 
case we delivered 4,700 r X 2 through similar 
portals with only a moderate local and general 
reaction. 

In the average case, the radiation therapy 
should be planned so as to deliver the calculated 
dose in about 25 to 30 days. With very sensitive 
lesions, the daily dose can be increased so as to 
complete the therapy within a shorter time, but 
in most cases, and especially in the relatively 
resistant ones, the large daily dose has the effect 
of unfavorably modifying the tumor bed. Very 
few cures have been reported with treatment de- 
livered in less than 15 days. The shorter treat- 
ment period makes it difficult to estimate the 
response of the tumor and the severity of the 
reaction which will develop. If a longer time is 
utilized, at the end of about the 20th or 25th 
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day one can evaluate the progress of the case 
and make a decision as to further procedures. 
Protraction of the therapy over more than 60 
to 90 days introduces the risk of “radio-vac- 
cination.” This is an increased radio-resistance 
of the tumor cells, probably due to alteration 
of the vasculo-connective tissue of the tumor 
bed. In highly resistant cases, it may be neces- 
sary to protract the dose considerably and this 
unfavorable change should be borne in mind. 

It has been found that, using average sized 
portals (50 sq. cm. +), most of the successfully 
treated cases fall within a certain dosage zone, 
usually 4,000 r X 2 (measured in air). Increas- 
ing the dose greatly above these figures has not 
been productive of increased cures and has 
greatly increased the danger of late radiation 
damage. Increasing the dosage with increase 
of filtration and the use of multiple small por- 
tals is logical, but the production of deep radio- 
necrosis before skin destruction occurs should 
be guarded against. 

The adequate therapy of the regional meta- 
stases has been much more of a problem than 
the cure of the primary lesion. Their presence 
has usually dictated the use of large portals. It 
is probably preferable, however, if the glands can 
not be included in the beam of a small portal 
directed at the primary lesion, to irradiate the 
glands through separate small portals. Martin 
prefers to implant the residual nodes with radon 
seeds, often surgically exposing their external 
surfaces in order to allow of more accurate place- 
ment. 

SUMMARY 


The relative positions of surgery and irradia- 
tion in the treatment of carcinoma of the larynx 
have been briefly presented. The indications for 
the use of either method have been discussed. 
Mention was made of the theory of protracted 
fractional irradiation and suggestions. made rel- 
ative to the method of application. 

DISCUSSION 

Dr. Harry A. Olin, Chicago: I would like to ask 
Dr. Wachowski how often he meets with edema of 
the larynx following irradiation and what he con- 
siders the safest method to use in these cases. 

T. J. Wachowski, Chicago (closing): Edema of 
the larynx is quite commonly encountered if there 
has been a great deal of infection present and if the 
initial doses are high. If you give rather small doses 
for a few days, you can very often get an absorption 
of part of the lesion and then go on and give much 
higher doses without coming to an obstructive edema. 
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If you start right in with 250 to 350 roentgens, an 
edema of obstructive nature is quite prone to follow. 

The best sized portals is quite a problem. The 
smallest portal you can use, and still make sure you 
are getting in all of the lesion, is the best. The 
round portal is better than the square. It has been 
shown that a 2 to 3 centimeter lesion aimed at with 
a round seven centimeter portal is apt to be included 
pretty well in the field of irradiation. If you use a 5 
centimeter round portal, you are very apt to be un- 
der irradiating some of the lesion, even though it is 
only 2 to 3 centimeters in diameter. 

The aiming of the portal is very important and has 
to be very accurate if you use small portals. If the 
patient gets a little restless while receiving the therapy, 
you may be shooting away from the lesion entirely. 
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SUGGESTIVE TREATMENT OF MAXIL- 
LARY SINUSITIS SUBSEQUENT 
TO DENTAL SURGERY 
J. SHELDON CLaRK, M. D. 
FREEPORT, ILL. 

A closer cooperation between men who limit 
their practice to that of the head, has been the 
thought that occasioned the writing of these ob- 
servations. Frequently it is that a slight bit of 
pathology in one part of the head will cause dis- 
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turbance in another region and this secondary 
matter become of primary importance. 

During the past few months I have had three 
cases of infections of the maxillary sinus occur- 
ring in adults that was directly due to infection 
of dental origin. Owing to the peculiar archi- 
tecture of the antra of Highmore and their close 
contact with the nasal, the oral and the orbital 
structures makes this matter of prime import to 
the nan practicing in one or more of these fields. 
Teeth that have become carious and have been 
long neglected give rise to an accompanying os- 
teitis which may be a very troublesome factor. 
When we recall that the roots of the molar teeth 
of the upper jaw come in such close proximity to 
the floor of the antrum and with sometimes but 
a layer of mucous membrane separating the floor 
of the antrum from the tooth root; then we can 
well see how it is that the antrum of Highmore 
is so often opened into by dental surgeons. Again, 
if there is not infection of the antrum at the 
time of this surgery, then how easy it is for in- 
fection to take place. 

Cases are complicated because of lack of re- 
moval at the time of extraction of one of the 
roots of a molar, this coupled with the fact that 
the antrum has also been invaded, makes for a 
complication which one does not enter upon with 
great hope of speedy restoration to normal. In 
addition to the presence of a root there may be 
an osteitis of the alveolar process and this ostei- 
tis may too be a cause of a persistent and in- 
tractable maxillary sinusitis. Such situations are 
always difficult to handle and will not clear up 
until all infection of bone has been eradicated. 

During the past winter this subject of antral 
infection following the extraction of teeth, espe- 
cially first and second molars of the upper jaw 
was again a part of my practice. In two of these 
cases dental roots still remained in situ and com- 
munication was had through the alveolus with 
the antrum. These roots that remain after ex- 
tractions can be a great bugaboo to the dental 
surgeon and amongst other qualms he may have 
in connection with their handling is that of los- 
ing a tooth root up into the cavity of the antrum. 
These remaining dental roots should however be 
removed, especially in cases where there is in ad- 
dition a perforation of the antrum as well. Of 
all the distressing things that may happen none 
is more distressing to the orthodontist than to 
have one of these roots slip up into the antrum 
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of Highmore. It is therefore well to make proper 
approach in these cases and this the orthodontist 
will do by properly making ample bony excava- 
tion so as to get access to the socket in which the 
offending root lies. 

I have for some time past been interested in 
the prophylactic measures that will materially re- 
duce the complication maxillary sinus infection 
by reason of the direct communication with the 
oral cavity either through one root penetrating 
to the antrum or where, as I have seen it happen, 
that the entire floor of the sinus overlying the 
point of extraction has come away at the time of 
the dental surgery. I do not deem it wise to 
permit dental roots to remain, for they later on 
become as it were foreign bodies in that their 
source of nutrition has been interfered with 
They might therefore better be removed at the 
time of the extraction or very soon thereafter at 
least. 

Dependence upon a blood clot to close off the 
sinus communication is not altogether satisfac- 
tory. In the larger centers recourse is had to 
oral surgeons who undertake the solution of these 
problems as delineated here, but in the smaller 
communities there is quite an interdependence of 
the Dental surgeon and the Oto-laryngologist so 
that there is a need for better team work with 
relation to the treatment of these cases. Then 
too, I have observed in a goodly number of cases 
that destructive inflammation has occurred in 
the eye by reason of an accompanying antral in- 
flammation and an uveitis intervened which de- 
stroyed vision before anything could be done to 
prevent it. 

Following extractions of molar teeth of the up- 
per maxilla it is therefore well to know whether 
entrance has been made into the maxillary sinus 
by one or more alveoli opening into that region. 
If at the time of such surgery there is any sus- 
picion of such an entrance having been made it 
should there and then be determined. It may be 
the means of saving a deal of trouble through 
leaving a direct communication with the mouth 
and which so oftimes is followed by an infective 
process within the confines of the antrum. 

Having determined that a communication 
with the maxillary sinus has occurred, a denture 
can be quickly made that the patient may wear 
night and day, thus preventing contamination 
of the antrum by food particles and the bac- 
terial flora of the oral cavity. If there is a por- 
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tion of one or more roots left in situ it is also 
good surgery to remove them at the time and also 
curette away any diseased process which might 
later be a factor in the continuance of an intec- 
tion at the floor of the antrum. It should be well 
understood that complications be had at the 
hands of oral surgeons that are absolutely impos- 
sible to predict. It may not be practical to re- 
move such fractured root at the time and its re- 
moval may be with propriety deferred until a 
later time, but to leave such a situation and trust 
to good luck is at least questionable. Here is 
where a trust in a blood clot for its healing and 
protective value may fail in its purpose in these 
complicated situations. 

Therefore this subject brings to my mind 
again and again the matter of co-operation be- 
tween the Oto-laryngologist and the Dental Sur- 
geon to the end that our patients have timely 
and preventive treatment. Not having such co- 
operation there may be a host of complications 
with which someone will have to deal, such as 
uveitis, arthritis, bronchitis carditis and a host 
of complications too numerous to mention. 

From my association with members of the den- 
tal profession I know that the question of frac- 
tured roots of molar teeth that lie in close 
juxtaposition to or even entering the maxillary 
sinus is one of the béte noirs of the Dental pro- 
fession. We of the Otolaryngologic group often 
are called in to consult or if we will, take charge 
of the case and so it is to be mentioned again that 
there be a closer relationship between our pro- 
fessions. 

My idea of the preparation of an immediate 
denture in these cases of maxillary communica- 
tion through the alveolar route that will hermet- 
ically seal off the antrum I believe to be sound 
advice and it has so proven in several cases that 
have come to my notice through the associations 
I have had with members of the Dental Profes- 
sion. This subject has been a sort of “No Man’s 
Land” in so far as either side is concerned and 
the cause of a deal of physical impairment. 

DISCUSSION 

Dr. H. L. Ford, Champaign, Illinois: I think this 
is too good a paper to let go without discussion, as 
it brings up some very definite questions. These per- 
forated antral floors concern us, as rhinologists, to a 
very considerable degree. Many times, as Dr. Clark 
says, the dentist who has accidentally broken into the 
antral floor, brings the case to us for subsequent care, 


and often this is not an easy task. 
The gist of the Doctor’s paper implies that the 
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perforation is best closed by means of a mechanical 
obturator—with occasional recourse to the flap. 

I have always felt that it is wise to see that all 
dead bone is removed, leaving no area of osteitis, and 
close the wound by primary suture. Where sufficient 
tissue is not present around the alveolus, a sliding 
flap must be utilized. Due attention must then be 
paid the antrum—as possibly a window may be re- 
quired. I question somewhat the use of the obturator 
within the perforation. It seems to me that their use 
might prolong the healing period, and lead to epithelial- 
ization of the fistulous tract. It seems to me that it is 
wiser to close the perforation immediately. 

Dr. J. Sheldon Clark, Freeport (closing): It oc- 
curred to me to use this prosthesis in cases of maxillary 
infection of dental origin where one already has an 
opening into the antrum with an osteitis of the process 
at the point of extraction, and an infection present 
or impending. In such cases I do not think the sliding 
flap of muco-periosteal tissue to be indicated. Where 
one has a perfectly clean case and there is no reason 
for washing out the sinus, then the sliding flap is 
the thing to do. 

Where the case is an infected one when seen by the 
otolaryngologist in consultation with the dental surgeon 
and there is but a mild infection present, I deem such 
cases have no need of drastic major surgery, such as 
the removal of the naso-antral wall and such cases 
as these I have kept the antrum open for quite some 
time while it was being treated by washing out the 
infected material through the fistulous opening in the 
upper jaw. I believe that the use of the prosthesis will 
help materially in treating many of these cases of 
accidental opening of the antrum incident to dental 
surgery. 

I agree that the use of the sliding flap spoken of by 
Dr. Ford is the thing to do at the time it is known 
that a fistulous opening exists into the antrum and it 
will prevent complications. It goes without saying that 
fractured roots should not be allowed to remain, trust- 
ing that all will be well. 





CURRENT CONCEPTIONS IN EPILEPSY 
Meyer Brown, M. D. 
CHICAGO 


During the nineteenth century many writers 
dealing with convulsive seizures were accustomed 
to group all such manifestations under the head- 
ing of epilepsy just as typhoid fever, typhus 
fever and many other febrile disorders were at 
one time discussed as a single entity called 
“fevers.” Today, however, we realize that the 
epileptiform convulsion is merely a symptom 
which may occur in a large number of different 
disorders. For example, epileptiform seizures 
not infrequently are part and often a small part 
of the symptomatology of intracranial tumors. 
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They occur in various inflammations of the brain 
or its coverings; and vascular lesions, traumatic 
lesions, degenerative lesions or congenital de- 
fects of development in the central nervous sys- 
tem also may give rise to convulsive seizures. 
Further, somatic diseases such as intoxications 
of exogenous or endogenous origin and gener- 
alized infections may be accompanied by con- 
vulsions. Notwithstanding this imposing array 
of pathogenic factors in the production of epi- 
ley ‘iform seizures there still remain a very large 
number of persons in whom convulsions occur 
repeatedly as a result of unknown causes. In 
such persons there is no demonstrable organic 
disease of the nervous system and no disturb- 
ances in metabolism or somatic functions have 
as yet been shown to be responsible for the con- 
tinued occurrence of the seizsures. These per- 
sons may be said to have true or idiopathic 
epilepsy. 

Whether idiopathic or essential epilepsy is or 
is not a single clinical entity cannot be stated 
with certainty at the present time. It may be 
true that in the group of patients labeled with 
this diagnosis we are including many persons 
who have a focal lesion in the nervous system. 
In such patients the epileptiform seizures may 
be the sole manifestation of the disease process 
at the time of our examination. Thus enchepa- 
litis occurring during childhood may be so mild 
that its occurrence is forgotten by the parents 
of the patient and its sole residue consists of 
repeated epileptic spells. A meningioma may 
grow so slowly that for many years it gives rise 
only to epileptiform seizures before it attains 
sufficient size to produce other neurologic dys- 
function. Such instances, however, are prob- 
ably insignificant in number when compared 
with those persons in whom no gross patholog- 
ical lesion in the brain is responsible for the 
seizures. It may also be true that in the cate- 
gory of idiopathic epilepsy there are two or 
more separate clinical entities which we are at 
present unable to distinguish from each other. 
Conclusive proof for this suggestion is lacking, 
but there are certain data available in the lit- 
erature to indicate. that at least two kinds of 
idiopathic epileptic patients exist. 

Up to the present decade idiopathic epilepsy 
has been described in the literature and most 
text-books as a serious disabling disease which 
usually terminates in mental deterioration. It 
is stated by Esquirol,’ Echeverria,?, Spratling,* 
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Féré,*, Gowers,® Turner,®, Kraepelin,’, Dercum,* 
Dietendorf,? Henderson and Gillespie’? and 
many others that the majority of persons with 
epilepsy show progressive mental changes either 
at the time the seizures begin or shortly there- 
after. The memory of the patient is usually 
impaired first; then he becomes inactive, slov- 
enly, indifferent to his work and inefficient in 
its performance. In addition, violent displays 
of anger, cruelty, deceitfulness, irritability, 
boastfulness, vanity, egocentricity, excessive in- 
terest in religious matters, virtuous posturing, 
combativenes or periodic behavior disorders fre- 
quently occur in deteriorated epileptic patients. 
Because of these changes in personality such epi- 
leptic patients are unable to adjust in the out- 
side world and therefore are permanently 
incarcerated in institutions for the insane or 
epileptic. Some authors including Clark"* and 
Blueler’* go further than most writers and state 
that mental abnormalities similar to those de- 
scribed above are present in patients with idio- 
pathic epilepsy before the onset of their seizures. 
Both the seizures and mental changes are be- 
lieved to be superimposed on a psychopathic con- 
stitution which has been called the “epileptic 
personality.” It is also noteworthy that most 
authorities on epilepsy believe the appearance of 
mental deterioration to be independent of the 
frequency or kind of seizures present in the 
patient, This pessimistic view of the fate of 
persons with idiopathic epilepsy is not fully 
justified; in the remainder of the present dis- 
cussion an attempt will be made to show that 
the majority, and probably the great majority 
of persons with idiopathic epilepsy retain good 
mental health depsite the presence of seizures 
for many years. 

Most text-book descriptions of idiopathic epi- 
lepsy are based upon the writings of men who 
studied this disorder in patients already com- 
mitted to an institution for the insane or epi- 
leptic. That such patients show mental changes 
or have behavior disturbances is to be anticipated 
for otherwise they would not have been com- 
mitted to an institution. Investigators working 
within an institution had litle opportunity to 
observe patients with epileptiform seizures of un- 
known origin who remained in good mental 
health despite the presence of such seizures for 
many years. The classic epileptologists, there- 
fore, believed mental deterioration to occur in 
most persons with epilepsy. A study of patients 
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with idopathic epilepsy who are seen in private 
practice or in the outpatient clinic reveals an 
entirely different situation. 

In 1913 Starr,’* who studied epilepsy in per- 
sons from the outpatient clinic and private prac- 
tice stated that only 10% of patients with epi- 
lepsy become insane. The duration of the illness 
in his patients was not given. In 1932 Paskind* 
studied 304 patients with idiopathic epilepsy 
from private practice; 32.8% or roughly one- 
third of these subjects had had seizures for six 
to ten years, 67.2% had had seizures for from 
one to four decades. Ample time had elapsed 
for mental deterioration to begin in these pa- 
tients if it were to appear. Only 20 or 6.5% 
of the patients in this series showed mental 
changes characteristic of epileptic deterioration. 
In the remaining 93.5% not only were mental 
changes absent, but these patients continued to 
occupy positions of importance and trust in in- 
dustry, trades, professions and the home on an 
equal plane with non-epileptic persons. This 
work has recently been confirmed by observa- 
tions of Fetterman and Barnes,'*'* who studied 
epileptic patients from an outpatient clinic. Be- 
cause many epileptic patients do not consult a 
physician but instead resort to proprietary self- 
medication it is not improbable that the propor- 
tion of patients with epilepsy who deteriorate 
is even smaller than is indicated by these studies. 
At any rate the non-deteriorated epileptic patient 
is apparently much more numerous than the 
mentally deteriorated ones. 

In his original description of the extramural 
epileptic patient Paskind** pointed out that there 
are other important differences between the de- 
teriorated and non-deteriorated patient than the 
occurrence of mental changes. He noted that 
the age at which seizures first appeared is sig- 
nificantly greater in the non-deteriorated pa- 
tients than is given for institutional epileptics 
by most writers. Lennox and Cobb*’ and Pas- 
kind and Brown'® have confirmed this finding 
with additional data. Among 7,350 institutional 
epileptics Lennox and Cobb** found the onset 
of the disease to be before the age of 10 in 46%, 
after the age of 20 in 18.8% and after the age 
of 40 in 1.6%. In 844 epileptic patients of 


the outpatient clinic they found the same values 
to be 27%, 39% and 7%, respectively. We'® 
studied the age of onset of epilepsy in 368 non- 
deteriorated patients and found that 25.6% had 
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their onset before the age of 10, 39.7% after 
the age of 20 and 7.9% after 40. Paskind** 
and later Paskind and Brown’® studied the fre- 
quency with which seizures occurred in non- 
deteriorated epileptic patients and compared this 
with the frequency of seizures reported by other 
writers for institutional epileptic patients. It 
was found that both grand mal and petit mal 
attacks occur distinctly less frequently in the 
extramural patients. Further, Paskind found 
that remissions, or periods of time during which 
no seizures occurred, were more frequent and of 
longer duration in the non-deteriorated patient 
with epilepsy than has been reported in the lit- 
erature for institutional epileptic patients. 

From the above it seems that the clinical de- 
scriptions of epilepsy which appear in the liter- 
ature and most text-books are in need of 
revision. The great majority of persons with idio- 
pathic epilepsy go through life with no impair- 
ment of their mental faculties. They have fewer 
seizures than the psychotic epileptic patients 
and have more and longer remissions in the oc- 
currence of their spells. The convulsive disorder 
usually begins later in life in the extramural 
epileptic than in the institutional epileptic 
patient. 

Study of the literature reveals that the re- 
sponse of deteriorated epileptic patients to medi- 
cation is not encouraging. Most authors indicate 
that it is possible to reduce the frequency of the 
seizures in such patients by sedatives but that 
complete cessation of seizures is attained in only 
a small number of patients. The report by Pol- 
lock*® on the effects of treatment in patients 
with epilepsy treated in private practice offers 
a more favorable outlook. This author, by the 
use of sodium bromide, was able to bring about 
a final and complete cessation of all seizures, 
beginning with the institution of treatment or 
shortly thereafter in 46% of 63 patients with 
idiopathic epilepsy. Therapy was ineffectual in 
only 12.8% of the same patients. Among 85 
patients, some of whom had seizures due to or- 
ganic brain disease remissions from the spells 
for one to ten years were produced in 71.7%. 
Although there is considerable room for improve- 
ment in the treatment of epilepsy, it is apparent 
that this disorder in non-deteriorated patients is 
amenable to considerable relief. 

In conclusion I should like to call attention 
to certain data which indicates a more funda- 
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mental difference between deteriorated and non- 
deteriorated patients with epilepsy than the clin- 
ical features noted above. All writers dealing 
with the etiology of essential epilepsy lay great 
stress on the importance of hereditary factors. 
Snell** and others have clearly demonstrated that 
epilepsy and other nervous and mental diseases 
occur more frequently among the ancestors and 
collateral relatives of persons with epilepsy 
than among the general population. It has 
also "een shown that the offspring of persons 
with epilepsy are susceptible to epilepsy and 
defective mental development or other neuro- 
psychiatric disorders. Unfortunately, these 
studies were also limited to institutional deteri- 
orated patients. We? have studied hereditary 
factors in epilepsy, using the records of non- 
deteriorated epileptic patients. it was found 
that the hereditary backgrounds of these pa- 
tients are tainted with neuropathic disturbances 
to a significantly less degree than are those of 
deteriorated patients. We?* found that epilepsy 
occurred in only one of 342 children born to 
163 extramural patients with the same disorder. 
Infantile convulsions occurred in six of these 
children. The deteriorated and non-deteriorated 
patient with epilopsy it appears show a distinct 
and significant difference in the relation of 
hereditary factors to their disorder. In other 
studies,*?5?° we have shown that there are con- 
stitutional or inborn differences between men- 
tally deteriorated and non-deteriorated epileptic 
patients. 

In summary it may be said that there are not 
only important clinical differences between the 
mentally normal person with epileptic seizures 
and the psychotic epileptic, but that differences 
in hereditary background and in native or con- 
stitutional makeup suggest the existence of a 
fundamental distinction between these two 
groups of patients. 


DISCUSSION 

Dr. Warren G. Murray, Dixon: I wish to con- 
gratulate Dr. Brown for the logical thought presented 
in this excellent paper; it is, I am sure, the result 
of untiring effort. 

Some psychiatrists state that almost all of us show 
signs of insanity to some degree but we are not ap- 
prehended and treated until we bother others or 
neglect our duties or ourselves—and so it seems with 
those afflicted with so-called idiopathic epilepsy—the 
most seriously afflicted ten per cent or less become 
intramural cases. 

We must realize, when we compare individual cases, 
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the vast difference in degrees of this malady. I have 
known a surgeon who skillfully operated during the 
day, an attorney who made eloquent and sensible ap- 
peals to judges and juries—both of these men suffered 
from noctural seizures. I know now a dentist who 
practises his profession successfully in a town of four 
or five thousand inhabitants who has both petit mal and 
grand mal attacks; these, however, are not frequent. A 
brilliant minister once consulted me about his becoming 
unpopular with certain members of his congregation 
because they thought he was attitudinizing when as a 
matter of fact he was having petit mal attacks while 
delivering his sermons. The duration of all of these 
cases was from ten to twenty years but with rather 
late onset. 

When the above cases are compared to some of our 
extremely deteriorated intramural cases in which the 
speech is slow and there is scarcely a coherent idea 
remaining, this matter of degree is obvious. 

My experience with extramural cases has been very 
limited, but I know with that little experience, that 
much better results may be obtained from treatment 
than in intramural cases. 

In the Dixon State Hospital all cases having seiz- 
ures are treated, with a cessation of about seven per 
cent. I can well understand how this percentage can 
be vastly increased in those who are afflicted to a 
less degree by the intelligent treatment of such men 
as Dr. Pollock, Dr. Brown and Dr. Paskind. I know 
that our experiments with ortal sodium and dilantin 
have not given the results that were obtained by those 
who administered these drugs in extramural cases. 

I have felt from observation that those suffering 
from idiopathic epilepsy, as a rule, deteriorate mentally 
in direct proportion to the number and probably the 
severity of their seizures (although I know that this 
statement is contrary to the ideas of many authors 
and that the rule has rather frequent and marked 
exceptions). 

It seems reasonable to assume, and I believe this is 
borne out in many of our cases, that those develop- 
ing seizures before the age of sixteen years (or the 
age at which the development of mental capacity is 
complete) are at first retarded and have a consequent 
deterioration—these cases would also have more time 
to deteriorate than those in which the onset was late. 
It might also be reasonable to believe that those who 
were afflicted to a greater degree might be more apt 
to transmit to their descendants the type of proto- 
plasm which would foster the development of epilepsy 
—which is true in various somatic diseases such as 
cancer, tuberculosis, and others. 

The Dixon State Hospital was founded because the 
Board of Administration at that time, thought there 
were five thousand epileptics in the State of Illinois 
who would take advantage of a voluntary commit- 
ment law, but it was found to have a population of 
less than one hundred after it had been opened for 
a year and most of that hundred were committed cases. 

An epileptic will not commit himself for treatment 
until he comes into conflict with the law or becomes 
so incompatible in his environment that others wish his 
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commitment. This seems just to the vast majority 
who can be successfully treated on the outside without 
great interference with their work. 

Part of the data secured by Dr. Brown and Dr. 
Paskind, from which they concluded that there were 
constitutional differences, was obtained from their study 
at the Dixon State Hospital and while I know that 
the hyperpituitary type and the hypothyroid types both 
seem to be afflicted, there are many who seem to be 
well balanced from an endocrine viewpoint and we 
have never had the opportunity to compare our intra- 
mural cases with the extramural variety. 

Physical deficiency as well as mental deficiency seems 
to be present in intramural epileptics to a greater 
degree than in the general population and probably 
more than in extramural epileptics. 

One of the most interesting papers I have heard 
recently dealt with the absence of diabetes in epilepsy. 
I am wondering if Dr. Brown can give us any data 
concerning this in extramural cases. I think I can 
recall only three or four diabetic epileptics in three 
or four thousand intramural cases. 

Dr. Meyer Brown, Chicago (closing): In response 
to the question raised by Dr. Murray relative to the 
occurrence of diabetes in epilepsy, I should like to 
say I have not had the experience of seeing diabetes 
and epilepsy in the same patient. I am not in a 
position to give data as to the frequency of occur- 
rence of these two diseases in one person. 
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MEASLES IN 1938 


Analysis of 400 Cases—28 Instances of 
Encephalitis 


ArcuispaLp L, Hoyng, M. D. 
CHICAGO 


Control of measles from a public health stand- 


point has met with little or no success. Exclud- 


ing smallpox, incidence is governed more by the 


number of susceptibles in a community than is 
the case with other common communicable dis- 


eases. This is because measles is so intensely 
contagious that susceptibles seldom escape when 
exposed. 

One attack of measles almost always con- 
fers permanent immunity and nearly everyone 
in an urban population has the disease in child- 
hood. ‘Therefore, the frequency and extent of 
epidemics will be influenced by the birth rate. 
As the infection is uncommon prior to the sixth 
month of life more or less definite intervals must 
elapse between epidemics while the newborns are 
growing up to the measles age. This means that 
cities are likely to experience a rise and fall in 


measles prevalence every other year. The ex- 


tent of the fall will depend on the height of the 
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peak. For example 17,714 cases of measles were 
reported in Chicago for the year 1929. The fol- 
lowing year (1930), there were only 1,033 cases 
reported. In 1931 Chicago had 12,229 cases, 
and in 1932 the number was 10,009. However, 
with the extensive epidemic of 1935, when there 
were 24,199, there followed a drop to 496 the 
next year (1936). Similar periodic outbreaks 
have been recorded in London since 1851 where 
the disease reaches epidemic proportions every 
twe years. 

Those susceptibles who escape measles in one 
outbreak are likely to play an important role in 
transmission of the infection a year or two later. 
Children often attend kindergarten during the 
first day or two of the prodromal stage of 
measles. It is at this time the infection is so 
readily disseminated. Later the kindergarten 
child or grade pupil conveys the disease to those 
of preschool age in the home. After practically 
all damage in respect to transmission has been 
accomplished the primary case erupts. At this 
point a physician may or may not be summoned. 
Eventually a placard is likely to be posted an- 
nouncing that measles exists on the premises. 
Not rarely the warning sign is put up on the 
very day it could be removed with safety. 

Little is gained by the placarding of measles. 
Harm may result on account of the requirement. 
Some mothers fail to call a physician when 
measles is suspected, knowing that it means the 
placing of a warning sign on the home. Conse- 
quently, the patient may be deprived of impor- 
tant scientific care when it is most needed. In 
addition, the chance of protecting any delicate 
susceptibles in the family is lost. Therefore the 
very purpose of the quarantine regulations is 
thwarted. If placarding was limited to prem- 
ises where there were susceptibles known to be 
measles contacts quite as much would be accom- 
plished as under the present rules. With an 
arrangement of this kind all measles would con- 
tinue to be reportable. In many instances physi- 
cians would be called earlier and the opportunity 
presented to adopt immunization measures when 
indicated. Hobson states, “the prospects of 
limiting the spread of the disease by early diag- 
nosis and segregation of infected individuals are 
very small indeed.” Nevertheless, he says quar- 
antine should be observed for 21 days in all 
instances. We are not at all in sympathy with 


such a proposal. 
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The task of controlling an epidemic of measles 
in a large municipality by hospitalization would 
be as futile as undertaking to stamp out venereal 
diseases in a similar manner. Moreover, the 
average measles patient is safer in the home than 
in a contagious disease hospital. Hospitalization 
for measles should be restricted to those patients 
who actually require hospital care. This limita- 
tion would include those with bronchopneumonia 
or other serious complications, Notwithstanding 
this expression of opinion, we find that London 
hospitalized 13,171 measles patients in the year 
1935-36 (Nov. Ist-Aug. 31). This figure rep- 
resents approximately three times the number of 
all contagious disease patients treated in Chi- 
cago hospitals during an average year. London 
hospitalized a total of 34,024 for all contagious 
diseases in a period of eight months. 

In 1938 Chicago experienced its greatest 
measles year when 37,831 cases were reported. 
The epidemic, which had its inception in the 
late fall of 1937, accounts for the unusual num- 
ber of measles patients entering the hospital. In 
November, four patients were admitted to the 
contagious disease department and the following 
month there were 34 new patients. From Janu- 
ary 1 to May 31, 1938, there were 362 admis- 


sions. The grand total for these patients was 
400, There were 16 additional patients with no 


deaths who were admitted to the hospital during 
1938 after June 1, This group is not included 
in the statistics of this paper. 

With the close of May there was a sharp drop 
in measles prevalence throughout Chicago. By 
August the number of reported cases for the 
entire city had declined from 1,477 with two 
deaths in May, to 41 with no deaths. August 
is also the month in which London experiences, 
as a rule, a sudden check on the incidence of 
measles, Of the 37,851 cases reported for Chi- 
cago in 1938, the first seven months of the year 
accounted for 37,626 and all 40 fatalities for the 
12-month period were included in this number. 

Among our hospital cases there were more 
than three times as many white patients as 
colored. The sexes were rather evenly divided 
with 205 males and 195 females. March was 
the high month for fatalities as is often so with 
the infectious diseases. This was also true for 
the city at large, 23 of the year’s fatalities having 
occurred in this month, 


Age is a factor to which much attention is 
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usually directed where measles is concerned. 
Therefore, I believe our hospital cases are of 
more than ordinary interest in this respect. Only 
163 of the 400 patients were less than five years 
of age, whereas 237 were older. There was but 
one child less than six months (214 months) 
and only 21 others under one year. Seventy-one 
of the 163 were from three to five years. Of the 
older age groups (237) sixty-seven were more 
than ten years of age and 24 of these were 20 
years or older. 

The principal requirement for admission to 
the hospital was the presence of complications 
or the severity of attack. It is not strange, 
therefore, that the complications enumerated 
are many. NHighty-eight (22%) of the patients 
had bronchopneumonia. Otitis media occurred 
in 59 (14.7%) which approximates the usual 
percentage for this condition in scarlet fever. 
Encephalitis was the surprising and outstanding 
because of its frequency—28 
We also had four patients with 


complication 
(7%) cases. 
measles encephalitis at the Municipal Contagious 
Disease Hospital. ‘The sum of these groups 
(32) gives an incidence based on all reported 
measles cases in the city, which recalls Stim- 
son’s estimate of less than one in one thousand. 

Adenitis was present in only 2.7% (11 cases). 
A complication not often considered in measles 
was appendicitis in seven (1.75%) patients. 
Although the appendix had ruptured in three, 
all seven patients recovered, six after operation. 
In the remaining instance the appendix ruptured 
into the rectum. Ronaldson says suppurative 
appendicitis is rare in measles. Mastoiditis, 
ethmoiditis, nephritis and edema of the glottis 
were each observed twice in different patients. 
There were two cases of pregnancy, one at about 
three months, the other eight months. Both 
recovered without miscarriage. 

Fatality rates were not entirely in accord with 
common expectations. Emphasis is often placed 
on the high mortality for measles in patients 
under five years of age. The number of deaths 
is usually greater. But the difference in per- 
centage for our series between those under and 
over five years was not marked and there were 
more deaths in the older group. In the younger 
group (163) there were 11 deaths or 6.7%, 
whereas in the remaining patients (237) there 
were 13 deaths or a fatality rate of 5.4%. There 
was but slightly more difference in the rates 
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when the patients are divided according to sex; 
of the males (205) 6.8% died and of the females 
(195) 5.1%. A rather noteworthy observation 
was the low fatality rate for the colored patients 
(88) with 2.2% when compared with the white 
(312) which was 7%. 

From December, 1937, to April, 1988, inclu- 
sive, there were 28 patients with encephalitis. 
March and April accounted for 21 of the num- 
ber. This complication developed most often 
from the third to the fifth day of the rash and 
was more than twice as frequent in females (19) 
as in males (9). With one exception all 28 
patients were white. Twelve of the 28 patients 
ranged in age from six to ten years. The young- 
est was a white girl of eight months and the 
eldest a white boy of 18 years. Both recovered. 

There were nine deaths or a fatality rate of 
32.1% for those having encephalitis. Of the 
fatal cases three were males and six females. 
Their ages were as follows: one 13 months, three 
five years, one six years, two seven years, one 
11, and one 12 years. Among the 19 recoveries 
there were at least five incapacitated mentally. 
It is possible there were several others whose 
deficiencies will be permanent. 

At the Municipal Contagious Disease Hospi- 
tal there were 92 patients with measles during 
1938. Most of these were admitted for scarlet 
fever and developed measles as a result of expo- 
sure prior to admission or acquired measles as 
a cross infection. None of the scarlet fever 
patients with measles had encephalitis. How- 
ever, there were four measles patients admitted 
with encephalitis. A boy of six and a girl seven 
years old were admitted in January, and a girl 
of six and a boy of seven entered in March. The 
seven-year-old boy died. This group added to 
the County Hospital patients makes 32 instances 
of encephalitis with ten deaths, a fatality rate 
of 31.2%. 

In 1933 Peterman and Fox reported 13 cases 
of measles encephalitis and stated their series 
included the largest number of cases observed 
during one epidemic year (1931-32). One of 
their patients was seen in 1931 and nine in 1932 
within a period of three months. The mortality 
for the complete series was 43%. Ages of the 
13 cases ranged from 13 months to eight years. 
There were nine boys and four girls. Only one 
girl died. It is notable in my series that the 
complication was present in reverse order re- 
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specting sex. As mentioned previously, we had 
more than twice as many girls as boys with 
encephalitis. There were also twice as many 
female deaths. 

Among 18,156 hospital patients, Gunn of 
London mentions only five cases of measles 
encephalitis, one of which died. He states this 
complication usually bears no relation to severity 
of the disease and occurs from seven to ten days 
after the commencement of primary disease. 

Until the causative organism of measles is 
definitely established and generally accepted 
without question, there is not likely to be any 
diminution of periodic epidemics. Human con- 
valescent measles serum is the only reliable 
remedy for checking outbreaks in hospitals and 
institutions. It is also valuable for prevention 
when used in the home to protect delicate chil- 
dren or those ill from other diseases when ex- 
posed to measles. 
should be administered intramuscularly in doses 
of 5 cc. to 10 cc, The injection should be made 
within three days of the date of exposure. Pro- 
tection lasts from two to three weeks as a rule. 

Immune globulin is not as reliable as con- 
valescent serum for complete protection. It may 
be used when convalescent serum is not avail- 
able and may be given in 2 cc. doses intramus- 
cularly on two occasions; the first injection 
within three days of exposure and the second 
mjection five days later. Reactions sometimes 
follow its use. As with convalescent measles 
serum immunization is only temporary. 

For modification either convalescent serum or 
immune globulin may be employed late in the 
incubative period. This plan is not satisfactory 
ordinarily in a hospital because the modified 
disease is contagious and susceptibles may de- 
velop severe attacks. In the home it is logical 
to resort to modification for healthy children in 
order that they may become permanently im- 
mune to measles. 

Convalescent measles serum has also been 
used as a therapeutic agent in the preeruptive 
stage of measles. Good results have been re- 
ported for the method when large doses (50 ce. 
or more) were used. Gunn treated seven pa- 
tients in this manner in 1934. He used from 
10 cc. to 30 ce. and believed results were bene- 
ficial. Kohn, Klein and Schwartz also have 
treated patients in this way. Levinson and Con- 
ner have done likewise. None of the series 7, 24 


Under such circumstances, it 
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and 19 cases, respectively, is sufficiently large to 


determine any real merit the method may have. 
We have used amidopyrine for the treatment of 


measles during a good many years at the Cook 
County Hospital and continue to do so, We 
have never seen any evidence of ill effects from 
its administration and to me its value seems 
certain particularly when given in the preerup- 
tive stage. 

COMMENT 


Extensive epidemics of measles in urban com- 


munities have their inception at two-year inter- 
vals. 


Public health regulations customarily advo- 
cated for the control of measles by quarantine 
methods are of little or no value. 


A review of 400 hospital patients with a 
fatality rate of 6% disclosed the following: 


%% of the patients had encephalitis. 

8.6% of 312 white patients had encephalitis. 

1.1% of 88 colored patients had encephalitis. 

67.8% of 28 encephalitis patients were females. 

66.8% of 19 female encephalitis patients died. 

32.1% of 28 encephalitis patients were males. 

33.3% of nine male encephalitis patients died. 

75% of all encephalitis was in those over five 
years. 

The youngest was a girl of eight months and 
the oldest a boy of 18 years. 

32.1% of all encephalitis patients died. 

The 32 patients with measles encephalitis 
observed in the two hospitals is the largest num- 
ber ever reported in one epidemic year. 
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10. Stimson, P. M.: Common _Contagious Diseases, Lea I have to be quite critical of the method of manage- 
and Febiger, Philadelphia, 2nd Edition, 159, 1936. ment previous to my being called upon this case. I 
DISCUSSION wish to speak of the other case at this time because I 


Gerald M. Cline, Bloomington: Any program in the 
United States and especially in the State of Illinois 
on contagious diseases would not be complete without 
the leadership of our dear friend, Dr. Hoyne, who 
has just given us an excellent résumé on the measles 
setup, especially in Chicago, during the year 1938. 

Glancing over his paper a few days ago, there were 
three outstanding points, before his statistical report 
was given, that I thought were worthy of bringing out 
again. First, that the incidence of measles is so greatly 
influenced by the birth rate scale that about every other 
year a huge epidemic of measles appears. 

Second, his point of controlling the contacts rather 
than placarding the active cases is the paramount issue 
to me in his whole paper. We are all willing to admit 
that in the past, with our present system of quarantining 
plus the use of convalescent serum and immune globu- 
lin, we still are faced with the incidence rate every 
other year. Realizing that Dr. Hoyne’s idea of control 
is a somewhat general belief throughout the country, 
can we not hope then for a change in the near future 
from the placarding system of our active cases to the 
contacts ? 

Third, the point he brings out about the average 
measles case being safer at home, of course, is a time- 
proven thought because in the first place, when the 
epidemic is large, no hospitals could handle them. 
Also the disease is usually self-limited and rather mild 
in type, and financially the average populace could not 
afford hospitalization. 

I am sure that we as pediatricians and general prac- 
titioners certainly agree with this idea of his. 

After reading Dr. Hoyne’s statistical report of Chi- 
cago, it occurred to me that it might be quite inter- 
esting to compare this to what we have in our own 
city of Bloomington, a town of about 35,000. My fig- 
ures do not compose any cases of Normal, Illinois, or 
in the rural communities. The similarity along sev- 
eral lines is quite interesting. 

First of all, in Bloomington the measles epidemic of 
1938 started early in November, as it did in Chicago. 
In November we had 14 cases, in December 117 cases, 
in January 801 (and this was the peak), in February 
476, March 82, and by April we were back to the 
normal rate of seven cases. In Chicago, however, the 
epidemic hung on much longer throughout the summer 
and it was August before they came to their normal 
rate again. The total shows that Bloomington in 1938 
had 1,386 compared to 37,831 in Chicago. The big 
month in Bloomington was January with 801 cases. 
March, perhaps, was the big month in Chicago. 

Dr. Hoynes’ report of the two hospitals shows there 
were 32 cases of encephalitis in Chicago. In our city 
we had three cases with one death. I did not go 
into the ages, race, etc., among our cases, but per- 
centagely speaking we had about the same incidence 
per month, the same number of cases of encephalitis 
and the same death rate. 

Personally I saw two of the ecephalitis cases; one 
died the next day after I saw it and, conscientiously, 


think it is quite an interesting observation and may 
bring some discussion upon this subject and, if you 
all agree as I do, probably will be of some help in 
the future to some other child. 

This girl was around seven years of age and one 
of six children in a poor home in a small city north 
of us. I was called in to see her when she was in a 
state of lethargy with a complete paralysis of her 
lower extremities, including her bladder. The history 
shows that she ha’ her first rash January 18 and on 
the 21st she had a headache; on the 22nd she devel- 
oped her signs of lethargy. On this date she was 
brought to me at the hospital and a diagnosis of 
encephalitis was made. The spinal fluid picture showed 
a clear fluid with a two plus globulin and a cell count 
of 230, mostly lymphocytes. 

Learning of her large family, who were mostly all 
convalescing from measles, it occurred to me that a 
pooled blood serum given intravenously might be of 
some help. Therefore, I drove up to this little girl’s 
home that evening and drew off in one container about 
200 cc. of blood in total from four different donors. 
This blood, of course, was tested for Wassermann and 
Kahn reactions, the serum separated, and the next 
morning it was well diluted in 500 cc. of 10% glucose 
and given by the slow drop method intravenously, 
using adrenalin in the solution. One and one-half hours 
later she had quite a serum reaction with chills and 
hives. 

Her temperature dropped to normal that night, which 
was the 23rd, and remained practically at that range. 
The next day, the 24th, she began to become oriented 
mentally and had some feeling in her lower extremities. 
On the 27th, three days later, she was greatly improved 
and had no neck rigidity. On the 29th, which was 
six days after the administration of the serum, she 
had full powers of her urinary bladder and was also 
quite able to extend and flex her lower extremities 
as she wished. She went along and had a very un- 
eventful recovery and has remained well ever since. 

I am calling your attention to the pooled serum, 
which I think all authorities agree would be better 
than that from an individual donor. Also remember 
that all of the donors were just recovering from 
measles. Giving the serum intravenously, as I have 
learned from Dr. Hoyne on previous occasions, with 
the slow drop method is seemingly quite a harmless 
procedure, particularly when adrenalin is at hand. Of 
course, I am willing to admit that atopic reactions 
still can be of importance, but with the hazards against 
us as strongly as they were, it seems to me any fairly 
safe method is worthy of note. 

It must be kept in mind, however, that a great many 
other patients with encephalitis have recovered by 
themselves without any therapy. The other case of 
encephalities in our city that did end in recovery was 
of much shorter duration and severity and had no 
specific therapy. 

I am quite sure if we had more time this subject 
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alone would make a very interesting half hour’s dis- 
cussion among us all. 

My experience with convalescent serum in the pre- 
vention of and the alleviation of the disease dates 
back to 1920, when I had the great pleasure and priv- 
ilege of taking special work at the Durand Contagious 
Hospital under Dr. George Weaver. At that time we 
made some statistical observations, but I have been 
unable to unearth these findings. 

I am reminded, however, of a patient I saw a good 
many years ago in consultation who was a little boy, 
three or four years of age, with a virulent bronchial 
pneumonia secondary to measles. He was violently 
sick, had a high temperature, and was of much con- 
cern to his doctor and parents as to the possibility 
of life. His father was the superintendent of a Boys’ 
Home and in this home they had a number of active 
and convalescent cases of measles. Therefore, we de- 
cided to draw blood from two of the convalescent cases 
and we gave this child a large dose of serum. To 
everyone’s great satisfaction the temperature imme- 
diately dropped and the chest went through its normal 
stage of resolution. 

Throughout my private practice I have used con- 
valescent serum on several occasions, just as I did 
in this case and when I could not get convalescent 
serum I have used whole blood. I do agree that serum, 
particularly when pooled, is of much more value than 
the whole blood from some adult member of the family. 

Twelve years ago I used convalescent serum on my 
own three-year-old daughter eight days after exposure 
and produced a very mild abortive measles which has 
apparently produced an active immunity. 

With this particular epidemic in Bloomington in 
1938, we were naturally interested in the immune globu- 
lin idea and, therefore, my following statistics, I think, 
will be of interest to us all. 

We gave 47 individual cases immune globulin in our 
private practice. In four cases it was given two days 
after exposure. They became quite sick, had elevation 
of temperatures ranging up to 104, but had a quick 
recovery. 

Three cases were given this treatment three days 
after exposure. Two of these had no measles and one 
case was very light. 

Forty cases were given the globulin four to six days 
after exposure; in three there was high fever, exten- 
sive rashes and apparently no relief. Nineteen cases 
had a slight cold, very mild rash, very little fever, 
and showed a very definite relief. 

Four cases had no rash at all. Fourteen cases had 
questionable relief but had no complications and had 
a rapid recovery. 

Our total, therefore, will be—in Series A: 7 cases 
given immune globulin two to three days after ex- 
posure; two out of seven had no measles, one very 
light, and four were severe cases. 

In Series B: four to six days after exposure immune 
globulin was used as an abortive procedure; there were 
40 cases. Three had no relief; 14 were quite ques- 
tionable. Four of them had absolutely no rash at all; 
and 19 of them were greatly relieved, showing that 
we had 23 out of 40 when it was used as an abortive 
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procedure who were greatly relieved or a percentage 
well above 50. The reactions were nil. 

My record of each child shows that I personally 
know every father and mother and have contacted them 
since the giving of the serum and none of them has 
anything but good to say for this procedure. They 
were perfectly willing to pay me a reasonable free for 
the giving of it. 

From my limited experience, therefore, and com- 
paratively speaking as to larger clinical experience, I 
will say that from a private practice standpoint I am 
perfectly willing to go ahead and use immune globulin 
among my best class of patients as well as the poorer 
class and would want it used upon a child of mine. I 
would, however, prefer, as Dr. Hoyne has brought 
out, convalescent serum. 


25 E. Washington St. 
THE TREATMENT OF BURNS 
Cuares L, Patron, M.D., F.A.C.S. 
SPRINGFIELD, ILL, 





When the secretary asked me to prepare a 
paper upon the treatment of burns, I was rather 
skeptical as to the manner in which it would be 
received, since the literature is replete with re- 
cent articles covering this subject. It seemed 
a trite topic, but when one realizes that, despite 
an almost standardized method of treatment, 
many severe burns come to the hospital for care, 
covered with oils, greases and ointments, with 
no effort at sterilization and in a marked degree 
of shock, it seems probable that a review of some 
of the recent literature may be of value. 

Some wag has facetiously remarked that if 
an author appropriates the work of another 
writer he is guilty of plagiarism, but if he takes 
the work of three individuals, he is engaged in 
research. This is my apology and defense. 

Prior to the work of Davidson,’ in 1925, many 
types of treatment were employed in the man- 
agement of burns. These methods fell into one 
of four classes: 1. Treatment by oils or greases 
to exclude the air from the burned surfaces; 
2. wet dressings of normal saline, sodium bi-car- 
bonate or other lotion, to soften the charred tis- 
sues and dilute the toxins; 3. paraffin sprays to 
splint and protect the injured parts, and 4. con- 
tinuous baths. While the fixation treatment and 
continuous bath were steps forward from the 
days of Carron oil and Unguentine, little prog- 
ress was made until Davidson advocated the use 
of tannic acid as a coagulant dressing. Mont- 
gomery” quotes Williams and Kuhn? as report- 
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ing 1,200 cases of industrial burns, treated prior 
to 1925, in which 47 different methods were em- 
ployed. Since Davidson, these methods have been 
generally discarded in favor of the use of some 
form of coagulant. Many variations from the 
original technic of Davidson have been employed, 
but the principles laid down by him have not 
been altered. Paul DeKruif,* in a series of 
essays entitled “Why Keep Them Alive?” in a 
dramatic manner has portrayed the interesting 
and exciting facts that led up to the use of 
tannic acid in the treatment of burns, 

Davidson based his treatment upon the theory 
that the toxemia in severe burns was the result of 
the absorption of the products of protein autolysis 
from the burned tissues. By the formation of a 
coagulum over the burned area, from the devital- 
ized tissues and tissue juices, he hoped to prevent 
this absorption and thus overcome the overwhelm- 
ing poisoning which was often seen in extensive 
burns. It is still debatable whether the so-called 
toxemia is caused by the absorption of histamine- 
like substances formed from the burned tissues 
or by the broken down proteins from the de- 
struction of the skin itself, or whether it is due 
to an absorption of toxins produced by the bac- 
teria present in these wounds. The latter view 
is held by many who have attempted to prevent 
the formation of bacterial toxins by the de- 
structive action of various dyes. 

Davidson reasoned that the formation of a 
coagulum, by precipitating the proteins, would 
fix any toxic agent which might be formed, in the 
burned tissue. To accomplish this he treated 
the burned area with wet dressings of 2.5% 
tannic acid, forming an albumin tannate. Mont- 
gomery, in 1929, suggested and employed a 
spray, rather than using wet dressings and used 
a somewhat stronger solution. Later, in 1935, 
Bettman® suggested the use of a 10% solution 
of silver nitrate, after spraying the surface with 
tannic acid, to form a more rapid coagulum and 
to aid in the sterilization of the burned sur- 
faces. In 1932, Aldrich® read a paper in Boston 
on “The Role of Infection in Burns,” which dealt 
with the use of gentian violet. This was used 
by spraying a 1% solution upon the burned area. 
He also employed a gel in a water soluble base, 
in treating ambulant patients and in minor 
burns. His mortality and morbidity was about 
the same as that reported by Davidson. In 1937 
Branch,’ of Detroit, used a combination of gen- 
tian violet spray and a silver nitrate swab, thus 
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producing a rapid coagulation, which the gentian 
violet alone failed to accomplish. 

The action of the coagulum not only fixes the 
toxins in the burned tissues, as suggested by 
Davidson, but it also diminishes fluid exudation, 
relieves pain and retards bacterial growth. 

A patient suffering from a severe burn, re- 
gardless of the depth or the causative agent, pre- 
sents a serious problem. Not only do we have 
to deal with the tissue changes in the local lesion, 
but with a serious systemic reaction. Manage- 
ment of these ca.es must take into consideration : 
1. Treatment of shock; 2. Relief of pain; 3. 
Avoidance or correction of anhydremia; 4. Pre- 
vention of sepsis; and 5. Prevention of contrac- 
tions and scars. 

Theoretic consideration of the cause of shock 
and the mechanism of the systemic disturbance 
resulting in toxemia will not be considered. This 
has been discussed at length in a recent article 
by Wilson, MacGregor and Stewart,® with a re- 
view of the literature upon the subject. 

As a rule, any burn admitted to a hospital 
for treatment is of sufficient extent and severity 
to require most careful management. Practi- 
cally all of these patients are in some degree 
of shock. Many features enter into the produc- 
tion of primary shock: pain, fear, apprehension, 
absorption of toxic products and fluid loss are 
all factors. 

Pain should be immediately controlled with 
sufficient sedation to give the individual comfort 
and to permit the surgeon to make necessary 
manipulations in cleansing the burned area. 
Morphine or morphine combined with scopol- 
amine will usually suffice, but it is often neces- 
sary to induce light anesthesia with some form 
of inhalation narcosis. 

Intravenous saline, glucose or acacia should 
be administered in adequate amounts to restore 
or maintain a proper fluid balance. The loss 
of fluids by exudation may reach surprisingly 
large volumes in a short while. Underhill® has 
shown that this loss may amount to 70% of the 
total blood volume in 24 hours. Cases have 
been observed by him in which the hemoglobin 
has reached a concentration of 200% as a result 
of this loss. A concentration of 125% is dan- 
gerous and should be met with the parenteral 
administration of fluids. Blood plasma or whole 
blood remains in circulation longer than in- 
fusions of glucose or acacia. Blood transfusion 
is rarely indicated as a primary procedure, but 
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it may become necessary at a later time to raise 
the serum protein or to correct anemia. 

A considerable number of patients enter the 
hospital who have been given first aid by mem- 
bers of the family, well-intentioned friends or 
badly instructed first aid teams. This treatment 
usually consists of the application of oils, 
greases or ointments, with no attention to asepsis 
or antisepsis. ‘These messy applications inter- 
fere greatly with the proper care of the burn 
and should be carefully removed with some non- 
irritating solvent, such as benzene or ether. 

All devitalized skin, covering blebs and all 
loose burned tissue should be gently removed. 
The involved area is then cleansed with a neutral 
soap and water on cotton pledgets. Green soap 
is too irritating to use for this purpose. After 
the area is dried, by means of cotton or a me- 
chanical drier, it is sprayed with a 5% solution 
of freshly prepared tannic acid. If no other 
coagulant is used, spraying is repeated at inter- 
vals of fifteen minutes until a thorough tanning 
is obtained. If, after the first application of 
tannic acid, a 10% solution of silver nitrate is 
applied with cotton pledgets a firm, brownish- 
black covering is produced. This covering is 
adequate and is more pliable than that produced 
by frequent applications of tannic acid alone. 
Silver nitrate also has a definite bactericidal 
effect, acting upon all types of organisms. 

Gentian violet, acri-violet, brilliant green and 
other dyes are often used, producing a mild 
coagulation but having a definite bactericidal 
effect upon gram positive organisms. The prin- 
cipal objection to the use of dyes is their stain- 
ing property, which raises havoc with hospital 
linens. The result obtained from the use of 
tannic acid and silver nitrate compare favorably 
with those from the use of dyes. 

After preliminary debridement, cleansing and 
tanning, the lesions are left exposed to the air 
and require no dressings. The patient is placed 
in bed, on sterile linen and covered by a heat 
frame, with temperature maintained at 95 to 
100 degrees Fahrenheit. The patient must be 
watched carefully for any evidence of dehydra- 
tion and glucose must be administered in suf- 
ficient quantities to maintain water balance. 
Balance may be rather accurately determined by 
the urinary output. 

Ointments or gels of tannic acid may be used 
around the body orifices and in skin folds. The 
tanning effect of these preparations is not as 
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great as that of water solutions, but the crust 
formed is more pliable and shows less tendency 
to crack, thus minimizing the chance of infec- 
tion. Tannic acid has not proven efficacious in 
severely contaminated burns. Moist saline 
dressings and cleansing with a non-irritating 
soap should be used in these cases. If infection 
is imminent, the aniline dyes have proven suc- 
cessful. 

The crust, after this form of treatment, shows 
some tendency to separate in 8 to 10 days. As 
the tanned tissue curls at the edges of the wound 
it should be removed with scissors. It should 
not be soaked or macerated with watery solu- 
tions, since the softening of the crust is often 
followed by an increase of absorption of the toxic 
products in the crust. If separation is delayed, 
the tissue should be removed by sharp dissection. 
The crusts should be watched for the appearance 
of blebs of retained serum or infectious ma- 
terial. If this occurs, the crust should be re- 
moved from the infected area and the underlying 
part treated with moist saline dressings. Skin 
grafting should be employed early in those areas 
showing no tendency to epithelialize. The ex- 
tremities should be carefully observed and meas- 
ures applied to prevent flexion deformities. De- 
formities and contractions from scar should be 
remedied by plastic surgery. Only one familiar 
with plastic surgery should attempt these cor- 
rections. 

Drs. Karl Meyer and Lester Wilkey’® have re- 
cently compared the results of the use of various 
coagulants and antiseptics in the treatment of 
burns and they have quite convincingly shown 
that the results of treatment depended more 
upon the principles involved in Davidson’s work, 
and upon the care with which they are employed, 
than in the character of the drug used. They 
attempt to evaluate the various treatments as 
used at the Cook County Hospital in a series 
of 968 cases between the years 1933 and 1937. 
They have arrived at the following conclusions: 
The Bettman tannic acid-silver nitrate treat- 
ment is the treatment of choice in severe burns, 
not contaminated or infected, especially if the 
patient is seen in less than 12 hours after the 
burn occurred. The aniline dye treatment has 
been successful where infection is imminent. In 
severely contaminated burns, moist dressings and 
cleansing with white soap and water is the treat- 
ment of choice. 

Standardization of any procedure is difficult in 
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a general hospital with an open service. The 
acceptance of new methods is slow, and long 
after the efficacy of any measure is proven, a 
large number of the visiting physicians fail to 
employ them. This is particularly true of the 
treatment of burns, since these cases are usually 
not referred to surgeons but are cared for by 
the general practitioner, who sees relatively few 
burns in the course of a year. No attempt has 
heen made in our hospitals to have these cases 
treated by teams, proficient in the handling of 
such cases. 

It is difficult to evaluate statistics in such a 
hospital, since records are often incomplete and 
it is frequently impossible to judge of the extent 
or character of the burn from the written rec- 
ord. However, it is apparent that within the 
last few years practically all burns treated in 
the Springfield hospitals have been cared for by 
the use of some form of coagulant, either employ- 
ing tannic acid, aniline dyes or picrie acid. It 
is also apparent that the death and morbidity 
rate has fallen remarkably in these years. 

It is rather astonishing that in hospitals com- 
prising 700 beds, in a community that boasts 
of its share of industrial activity, particularly 
in the coal mining field, that there have been 
treated in these hospitals but 202 burns in the 
years 1935 to 1939. There were 25 deaths, 7 
of which occurred within the first 24 hours and 
5 within 48 hours. The other deaths occurred 
from the third to the fifteenth day. It is inter- 
esting to observe that in the last year there have 
been treated 50 cases with but 2 deaths, 


DISCUSSION 
Dr. H. B. Blocksom, Jr., Rockford: I would like 


to ask Dr. Patton what he does with an old infected 
burn in which the fluid balance is not in question, but 
an area the size of the back of the leg is badly 
chronically infected with the usual organisms, such 
as staphylococcus, and whether he would apply hot 
wet dressings or whether he would use coagulants first. 

Dr. Charles L. Patton, Springfield (closing): It is 
very definitely contraindicated to use a coagulant. I 
think such a burn should be thoroughly cleansed and 
treated with moist dressings and as soon as a surface 


is available, skin grafting should be done. 
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THE EARLY DIAGNOSIS AND TREAT- 
MENT OF POLIOMYELITIS WITH POLIO- 
MYEL*TIS ANTISTREPTOCOCCIC 
SERUM 
Epwarp C. Rosenow, M. D. 

Division of Experimental Bacteriology, The Mayo Foundation, 
ROCHESTER, MINNESOTA 

It is my purpose to review very briefly the 
more important results obtained in studies on 
the relation of the streptococcus to poliomye- 
litis, and to show how these studies have cul- 
minated in a simple diagnostic skin test’ and in 
an effective treatment of poliomyelitis with poli- 
omyelitis antistreptococcic serum.2> The need 
for an effective antiserum which can be pre- 
pared in adequate amounts is very great. Con- 
falescent serum cannot solve the problem be- 
cause poliomyelitis would have to continue to 
exist in virulent form with its dire consequences 
to insure a supply. The streptococcus first iso- 
lated in 1916 from the nasopharynx, brain and 
spinal cord and demonstrated in the lesions*”* 
has since been consistently isolated from the 
nasopharynx, brain and spinal cord of persons 
who succumbed to poliomyelitis in each of four- 
teen epidemics which I have studied, and from 
the brain and spinal cord (virus) of 511 monkeys 
that succumbed to inoculations with 128 differ- 
ent strains of poliomyelitis virus, 

The incidence of isolation of the streptococcus 
was highest in those cases in which animals died 
or were anesthetized when in the acute stage of 
the disease. Thus cultures in dextrose brain 
broth made in the usual way yielded the strep- 
tococecus in 180, or 80 per cent., of 224 instances 
in which monkeys that subsequently had paral- 
ysis, died, or were anesthetized within ten days 
following inoculation of filtered or emulsified 
virus. In another series in which the serial 


dilution method!” was used, the streptococcus 
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was isolated from the spinal cord of 162, or 89 
per cent., of 181 monkeys that had poliomyelitis. 
About 33 per cent. of numerous filtrates of the 
virus yielded the streptococcus almost always in 
pure culture. A close parallelism was found be- 
tween viability of the streptococcus and the virus 
on prolonged preservation in 50 per cent. gly- 
cerol. By a special staining method** small, 
light diplococci, sometimes in chains of two or 
three, were found in filtrates of active virus and 
in filtrates of old cultures of the streptococcus 
in autoclaved chick mash medium. 

The streptococcus was consistently demon- 
strated by microscopic examination of the sedi- 
ment of the spinal fluid and by cultures in dex- 
trose brain broth in the early stages of the dis- 
ease in human beings and monkeys.? 14 In mon- 
keys it was proved absent in the spinal fluid 
before intracerebral or intranasal inoculation of 
virus and during the period of incubation, but 
was proved present concomitantly with the onset 
of symptoms and then disappeared as symptoms 
progressed and advanced paralysis or death oc- 
curred. 

The streptococci isolated from the brain and 
spinal cord in instances of the spontaneous dis- 
ease among human beings and in instances of 
the experimental (virus) disease among mon- 
keys were identical or similar culturally and 
morphologically, in virulence and in immuno- 
logic characteristics. They produced flaccid 
paralysis in guinea-pigs, rabbits and monkeys.’ 
They had, on isolation, identical “neurotropic” 
distribution curves of cataphoretic velocity.'® 
They were agglutinated crosswise by the serum 
of horses that had been hyperimmunized with 
these respective strains. During the acute stage 
of the disease the serums of persons and monkeys 
were shown to contain streptococcic antigen,! 
and during convalescence they contained specific 
antibodies alike for the virus and the strepto- 
coccus.’*?® Intradermal injections of suitable 
suspensions of the heat-killed streptococcus 
proved to be a test of susceptibility to poliomye- 
litis.2° Several subcutaneous vaccinations of re- 
actors (susceptible persons) with heat-killed 
streptococci caused the reactivity of the skin 
to disappear (immunity) just as occurred in all 
cases in which persons were tested during and 
following attacks of poliomyelitis. 

By the use of a medium consisting of infan- 
tile tissue in which acid is not produced by the 
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growth of streptococci (autoclaved chick mash), 
a transmissible filtrable virus has been produced 
from streptococci. These experiments fulfilled 
a most important requirement for proof of 
causal relationship of the streptococcus to polio- 
myelitis. The details of the methods used in 
these etiologic studies, full references to pub- 
lished work and the reasons for certain discrep- 
ancies in results and viewpoint will be published 
shortly. 
A DIAGNOSTIC SKIN TEST FOR POLIOMYELITIS 
Intradermal injection of approximately 0.05 
cc. of a 10 per cent. solution, in physiologic 
saline solution, of the euglobulin fraction of the 
antistreptococciec serum prepared from horses 
was found to elicit an immediate (ten minutes) 
erythematous-edematous reaction in _ patients 
suffering from a disease caused by streptococci 
immunologically identical or closely related to 
the streptococci used in preparation of the react- 
ing serum.?? 22 An erythematous reaction 2 em. 
or more in diameter or approximately 3 sq. cm. 
or more in area to the poliomyelitis antistrepto- 
coecus euglobulin, no reaction or a lesser reac- 
tion to other artistreptococcic euglobulins and no 
reaction to normal horse serum diluted 1:10 are 
considered diagnostic of “poliomyelitic” infec- 
tion. These together with suggestive symptoms 
indicate that therapeutic injections of the serum 
should be given at once. This test is an appli- 
cation to streptococcic diseases of the Foshay 
antibody-antigen reaction first noted in cases of 
tularemia.?* By using the euglobulin or bacterial 
antibody fraction of the antistreptococcic serum 
the test serves to determine whether a given pa- 
tient is suffering from a streptococcic infection 
and, if so, what particular type and what anti- 
serum or stock vaccine had best be used thera- 
eutically.24 A summary of the results obtained 
J : 
in cases of acute epidemic poliomyelitis, in 
groups of well persons who served as controls, 
in cases of chronic poliomyelitis, amyotrophir 
lateral sclerosis, chronic encephalitis, chronic in- 
fectious arthritis or ulcerative colitis, with the 
euglobulin obtained from the serum of horses 
that had been immunized to streptococci isolated 
respectively in studies of epidemic poliomyelitis, 
encephalitis, arthritis, and ulcerative colitis and 
normal horse serum are summarized in table 1, 
The incidence of reactions 3 sq. em. or more 
and maximal average reaction to the poliomye- 


litis euglobulin was highest during the acute 
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TABLE 1 
Erythematous reaction following intradermal injection of the euglobulin fraction of the serum of horses that had been hyper- 
immunized to streptococci 


Average reaction in sq. cm. to the euglobulin of the serum of horses 


immunized to streptococci from 


Epidemic poliomyelitis 


Groups Persons 
Epidemic poliomyelitis— 

BE Ee ME 66660 cee cao kennteiceeses cence 26 

Conealanbent “£4039 G98) vic oss cei seswnevicseees 39 

Pe Oe SS ee er er ye aes 16 
Well persons; 2 to 4 weeks after exposure to polio- 

PE oe PASE NW ek ook Sa Nhe Fa' a oles Se aoe es 52 
Adults remote from epidemic poliomyelitis........... 51 
Rural school children— 

Within zone of mild epidemic of poliomyelitis.... 60 

Remote from poliomyelitis.................-.6- 53 
NS BITES 8 6555-5 200 -9;6:h.9.6918-4 46 4 6.020.099 0:98 30 
Amyotrophic lateral sclerosis...............0.2e000% 19 
CORI ONRING hn 5.5 5c ce vaio ec wridese nein’ 92 
Chronic infectious arthritis ..o.«.60:06.60:<0.0:0 10:00 800 s:0080 43 
SEES SEED: 5565 6205055 55.0 0b 504 44 HS RES SoS Os 13 


*Percentages are given to the nearest whole number. 


stage of epidemic poliomyelitis (92 and 81 per 
cent., 9.8 and. 7.3 sq. cm.), next highest during 
convalescence (44 per cent. and 4.1 sq. cm.), 
lower among person who had been exposed to 
poliomyelitis two to four weeks before (19 per 
cent.) and among well children within the epi- 
demic zone (27 per cent.), and lowest among 
adults (12 per cent.) and children (15 per cent.) 
who were remote from an epidemic of poliomye- 
lits. These results have been corroborated inde- 
pendently in as yet unpublished observations 
made during a major epidemic of poliomyelitis 
which occured in 1937. 

The incidence and degree of reaction among 
persons afflicted with chronic poliomyelitis and 
amyotrophic lateral sclerosis were also much 
higher (80 and 63 per cent., 7.9 and 8.2 sq. 
em.) following like injection of euglobulin ob- 
tained from the other antiserums—encephalitis 
(32 per cent. and 3 sq. em.), chronic infectious 
arthritis (25 per cent. and 2.5 sq. em.) and ul- 
cerative colitis (21 per cent. and 3.0 sq. cm.). 
Moreover in each group of persons having en- 
cephalitis, chronic arthritis or ulcerative colitis 
maximal reaction occurred with the euglobulin 
obtained from the respective homologous anti- 
serums. In other words, each of these antiserums 
when injected intradermally had diagnostic 
value. The antiserum with which the results 


Percentage 
of in- 

stances in 

which the 

size of the Normal 

reaction horse 
Averagewas 3 sq. cm. Ulcerative serum 
reaction or more* Encephalitis Arthritis colitis 1:10 

9.8 92 2.8 2.4 3.0 0.4 
4.1 44 oa 5.9 1.6 0.5 
7.3 81 “% 3:9 ‘a 0.8 
1.0 19 an pe 1.8 0.5 
£3 2 5,3 0.7 
1.6 27 
is 15 es - se me 
a9 80 2.2 25 3.6 0.3 
8.2 63 3.9 1.4 eae 0.2 
3.0 32 6.0 3.0 3.0 0 
2.5 25 25 7.9 2.9 0.9 
3.0 21 5.0 5.0 10.0 1.0 


summarized in the table were obtained, was pre- 
pared with streptococci isolated in studies of the 
epidemic in Los Angeles in 1934. The cases of 
acute poliomyelitis occurred in four widely sep- 
arated outbreaks. Four different batches of anti- 
serums were used and the results were compar- 
able. However, not all patients tested reacted 
equally to the different antiserums. Young chil- 
dren with typical attacks usually had the great- 
est reaction following injection of the antiserum 
prepared with streptococci obtained from typical 
acute anterior poliomyelitis (Heine-Medin dis- 
ease), and older children or young adults with 
atypical or bulbar symptoms had the greatest 
reaction following injection of the antiserum pre- 
pared with streptococci obtained in cases of 
atypical poliomyelitis in the Los Angeles epi- 
demic of 1934. 

Therapeutic injection, once or twice daily, of 
the 10 per cent. solution of the euglobulin to 
which the cutaneous reaction is positive, or a 
mixture of the euglobulin and pseudo-globulin 
in like concentration in 5 ce. amounts for chil- 
dren five years or less of age, and of an addi- 
tional 1 cc. at each injection for each additional 
year of age up to twenty years for one or two 
days in the “prepoliomyelitis” stage and for two 
to four days in the “preparalytic” stage usually 
caused the results of the skin teet to become 
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negative and resulted in recovery without paraly- 
sis. Like injection for four to six days of the 
reacting euglobulin in cases of paralysis usually 
caused the results of the skin test to become 
negative and seemingly had therapeutic value in 
checking paralysis, especially in the early stages. 
In mild cases in which the patients had not re- 
ceived the poliomyelitis antistreptococcic serum 
or had been given one large injection of conva- 
lescent serum, the results of the skin test be- 
came negative first in from ten to fourteen days, 
while in severe cases, especially those in which 
the patients continued to be peevish, to have 
slight fever, and to have little or no return of 
muscular function, the results of the skin test 
often remained positive for two to four weeks. 


THE PROTECTION OF MONKEYS AGAINST 
EXPERIMENTAL POLIOMYELITIS 


Many of the monkeys that had atypical at- 
tacks of poliomyelitis following injection of the 
freshly isolated streptococci and that were im- 
munized with the living streptococci became 
immune to intracerebral inoculation of virus.® 
In a new series of experiments in which great 
precautions were taken in the isolation and in 
the preservation of the specificity of the strep- 
tococcus from which the vaccine was prepared 
and in inoculating highly virulent virus intrana- 
sally instead of intracerebrally, it was possible to 
obtain a high degree of protection by methods ap- 
plicable to human beings.? Moreover, by using 
this method of inoculation in which the usual 
route of infection in human beings, as now un- 
derstood, was closely simulated, it was possible 
uniformly to neutralize the virus with the polio- 
myelitis antistreptococcic serum.** In our 
studies we injected the different batches of fresh 
streptococcic antiserum used in the treatment of 
this disease into human beings throughout many 
years, intravenously or intramuscularly into 
monkeys after intracerebral inoculation of virus, 
with many failures but with success in a signifi- 
cant number of experiments.* Altogether only 
thirty-six, or 40 per cent. of ninety-one monkeys 
that received the serum intravenously or intra- 
muscularly before and after onset of symptoms 
following intracerebral inoculation of highly viru- 
lent virus died from poliomyelitis. In contrast, 
twenty-one, or 78 per cent., of twenty-seven 
monkeys treated in like manner with normal 
horse serum died of poliomyelitis, 
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THE TREATMENT OF POLIOMYELITIS OF HUMAN 
BEINGS WITH POLIOMYELITIC ANTISTREPTOCOCCIC 
SERUM 

Results of the treatment of epidemic poliomye- 
litis with the streptococcie antiserum prepared 
from the horse or its euglobulin fraction, have 
been reported from time to time. A summary of 
all cases in which this treatment has been used 
thus far, in large part according to the condi- 
tion of the patient at the time of the first injec- 
tion of serum and in regard to the outcome as 
regards death and residual paralysis, is given in 
table 2. 

TABLE 2 


Results of treatment of acute poliomyelitis with poliomyelitis 
antistreptococcic serum 
Cases in which 
follow-up data were 


available 
Severe 
Total residual 
Condition of patient number Deaths paralysis 
at the time of first of Num- Per Num- Num- Per 
injection of serum cases ber cent* ber ber cent* 
Ne paralysie <.0-6k00<< 387 10 3 351 7 2 


Slight paralysis ....... 231 16 7 196 3 2 
Moderate paralysis .... 257 20 8 225 10 4 
Severe paralysis ...... 661 118 18 521 124 24 
Total number of cases, 

irrespective of condi- 

tion of patient at the 

time serum was first 

administered ........ 2445 202 8 
Cases in which serum 

was not administered.2377 493 21 429 154 36 


1566 180 11 


*Percentages are given to the nearest whole number. 


The patients who were treated represented 
those observed in many different epidemics in 
widely separated localities, including one epi- 
demic in the tropics. All patients receiving 
serum, no matter whether dying at the time of 
the first injection and regardless of the amount 
injected, were included. The results when com- 
pared with control cases in which serum was not 
used were consistently favorable in every epi- 
demic studied. The mortality and incidence of 
residual paralysis, the two most important fac- 
tors in this disease, were always lower in cases 
in which the serum was administered, and if the 
serum was given in the early stages of the dis- 
ease, they were much lower, often tenfold lower, 
than they were in the cases in which serum was 
not administered. Only those cases in which 
there was no reasonable doubt of the correctness 
of the diagnosis were included. The favorable 
results according to the early administration of 
the serum treatment are well shown in table 2. 
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The earlier the serum treatment was begun, the 
more favorable were the results. Thus the mor- 
tality (3 per cent.) and incidence of severe 
residual paralysis (2 per cent.) were lowest in 
the group of cases in which the serum treatment 
was begun in the preparalytic stage. They were 
about the same (7 and 2 per cent. respectively) 
in the group of cases in which slight paralysis 
was present, somewhat higher (8 and 4 per 
cent. respectively) in the group of cases in which 
there was moderate paralysis, and then rose 
abruptly to 18 and 24 per cent. respectively in 
the group of cases in which severe paralysis was 
present at the time of the first injection of 
serum. It is a deplorable fact that the group of 
patients who had severe paralysis at the time of 
the first serum treatment was proportionately 
so large (661 of a total of 1436 cases in which 
the condition at the time of the first serum in- 
jection was recorded). At that, the mortality in 
the 2445 cases in which serum was administered 
was only 8 per cent. and the incidence of severe 
residual paralysis was 11 per cent. in the 1566 
cases in which this fact was ascertained, in con- 
trast to a mortality of 21 per cent. in 2377 cases 
in which serum was not employed in the same 
epidemics, and in contrast to the incidence of 
severe residual paralysis in 36 per cent. of 429 
cases in which follow-up data were obtained in 
the control group. 

This statistical evidence for the curative action 
of the serum is in accord with the good effects 
noted at the bedside. Restless nervous children 
often fell asleep soon after the first injection of 
serum. Headache, and pain in the involved 
extremity or part were often lessened or relieved. 
The temperature curve usually often dropped 
rapidly to normal after an initial rise. Progress- 
ing paralysis was often seemingly arrested. Res- 
toration of muscle function was also seemingly 
more rapid than it was in cases in which serum 
was not administered. Favorable effects were 
noted in all of the epidemics studied. Results 
comparable to these have been obtained, in an 
as yet unpublished work, during a major epi- 
demic of poliomyelitis in 1937 and have been 
reported in widely separated epidemics by 
Rowan,** Sugg,”* Clarke and Dow?*, and Moody 
and Hesselberg.?’ 

SUMMARY 

Studies made by special methods indicate 

causal relationship of the streptococcus to epi- 
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demic poliomyelitis. VPoliomyel::.: antistrepto- 

coccic serum affords a simple method for the 

early diagnosis of poliomyelitis. The results 

from the use of this serum in the treatment of 

poliomyelitis in a period of twenty-two years 

have been uniformly encouraging. 
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THE HOSPITAL MANAGEMENT OF 
TUBERCULOSIS IN THE 
PSYCHOTIC 
S. A. Leaper, M. D. 


Veterans Administration Facility 
Now at Lexington, Ky. 


NORTH CHICAGO 

The occurrence of pulmonary tuberculosis in 
the psychotic has long been recognized as a seri- 
ous problem. Statistics on mortality from tuber- 
culosis in mental hospitals were collected as far 
back as 1876 and 1877 in Germany by Heiman, 
Ostwald and Zinn. Subsequent investigators in 
various countries have published detailed reports 
on practically all phases of the subject except 
treatment which has received comparatively very 
little mention. Although collapse therapy in the 
treatment of pulmonary tuberculosis has been 
widely publicized and extensively used, partic- 
ularly in the last decade, not a single report 
could be found by the writer in a careful search 
of literature dealing with the application of this 
method to tuberculosis in the psychotic. It is 
perhaps to be expected that the use of such 
therapy in the psychotic would lag behind its 
application in the nonpsychotic. It may be stated 
here, however, that despite the absence of pub- 
lished accounts, various forms of collapse therapy 
are now being used. 

At the suggestion of the Medical Director, Vet- 
erans Administration, a study of the feasibility 
of applying the various forms of collapse therapy 
in pulmonary tuberculosis associated with mental 
disorders, incorporating other phases of the 
whole problem as well, was carried out at the 
Veterans Administration Facility, North Chi- 


Published with permission of the Medical Director, Veterans 
Administration, who assumes no responsibility for the opinions 
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cago, Illinois. An analysis was made of all the 
deaths at North Chicago from March, 1936, when 
the hospital was opened, until December 31, 
1937, ‘The total patient population (1,152) as 
of January 1, 1938, was classified according to 
the various psychoses and as to active and inac- 
tive pulmonary tuberculosis. ‘These results were 
tabulated as were statistics derived from a sur- 
vey of the literature for comparison.” Through 
the kind cooperation of Dr. Dombrowski of the 
Chicago State Hospital, Dr. Reed of the Elgin 
State Hospital, and Dr. Pollak of the Peoria 
State Hospital (Director, Municipal Tuberculo- 
sis Sanitarium, Peoria, Illinois) pertinent data 
were obtained from their respective institutions. 

There was considerable variation in these sta- 
tistics. The differences are based on a great 
many factors such as the type of patient ad- 
mitted, location of hospital, percentage of au- 
topsies, available laboratory facilities, and 
different interpretations of the various func- 
tional psychoses; to attempt to analyze these 
factors is beyond the scope of this paper. In 
general, however, the majority of the reports 
agree on the following: 1. The death rate from 
tuberculosis is greater in psychotics than in the 
general population. 2. The greatest incidence of 
tuberculosis in the psychotic is in the dementia 
praecox group, as is the greatest death rate from 
tuberculosis. 3. The incidence of tuberculosis as 
well as the death rate from tuberculosis increases 
with the duration of hospitalization. In this re- 
gard Low made the interesting observation in his 
series of 536 autopsies, including 166 cases of 
dementia praecox, that just as many patients 
who had been hospitalized as long as or longer 
than those with tuberculosis and were just as 
deteriorated did not develop tuberculosis. In the 
series at North Chicago similar findings were 
noted. As to why this should be, no opinion is 
ventured. It should be remembered that a con- 
siderable number of normal contacts also fail to 
develop active pulmonary tuberculosis. This may 
indicate that the factors of individual resistance 
and quantity or exposure to infection play a role. 


DIAGNOSIS 


In view of the diagnostic problems inherent in 
tuberculosis in non-psychotics, it is not surpris- 
ing that the difficulties of detecting tuberculosis 
in the psychotics have been repeatedly empha- 


2. For brevity, only part of this data is appended on pages 
13, 14, and 15. 
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sized. The following is a brief résumé of the 
important factors in diagnosis: 

(A) Symptoms: Such symptoms as cough, 
expectoration, loss of weight, and fever are fre- 
quently absent in the psychotic; they may be de- 
ceptive when present. For example, loss of weight 
occurs often and low grade fever occasionally 
without any demonstrable physical ailment. 
Tachycardia is common in disturbed patients. 
Yet, when the above symptoms do appear and 
persist, tuberculosis must be ruled out. (This 
implies keeping a weight chart of all patients 
and pulse and temperature records as indicated.) 
Hemoptysis is the most reliable single symtom 
when definitely established. 

(B) Physical Findings: These are frequently 
absent in tuberculosis even in the presence of 
cavitation. The task of eliciting positive signs 
in non-cooperative patients is often hopeless. 
When persistent crepitant rales and frank evi- 
dence of cavitation are present, however, they are 
obviously of diagnostic value. 

(C) X-ray: The role of the x-ray in the di- 
agnosis of tuberculosis is undisputed, but a sin- 
gle illustration is quite pertinent. Malmros and 
Wessel in their series of 696 autopsies in which 
the cause of death was pulmonary tuberculosis in 
190 cases, found 76 patients in whom the tuber- 
culosis was discovered only at postmortem; dur- 
ing this period only isolated x-ray examinations 
were done because the hospital had no x-ray facil- 
ities; but when these same investigators exam- 
ined 1,060 patients by the use of the portable 
fluoroscope and had films made, 44 cases of ac- 
tive tuberculosis and 62 of inactive, all previously 
unrecognized, were revealed. 

(D) Laboratory Examinations: The finding 
of the tubercle bacilli in the sputum, gastric con- 
tents, or pleural fluid by direct smear, culture, or 
animal inoculation, is obviously conclusive. Ex- 
amination of the gastric contents for tubercle 
bacilli is particularly valuable in psychotics as 
sputum is often unobtainable. 

(E) Tuberculin Test: Inasmuch as the per- 
centage of positive tuberculin reactions is high 
above the age of thirty particularly in institu- 
tionalized psychotics and increases with the dur- 
ation of hospitalization, the test is of service 
chiefly in the younger age groups and in surveys 
among newly admitted patients. In the Veterans 
Administration where the age group is well above 
forty, the tuberculin test would appear to be of 
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little service in uncovering new cases, but a nega- 
tive test (except in moribund patients) is a great 
help in ruling out tuberculosis. 

(F) Erythrocyte Sedimentation Test: Al- 
though some investigators place a good deal of 
reliance on these tests as a diagnostic and prog- 
nostic aid in tuberculosis, Malmros and Wessel 
obtained contradictory results in applying the 
test to the psychotics. In the small group ex- 
amined at North Chicago by this means, little 
additional information was supplied. 


TREATMENT 


As stated previously, the subject of treatment 
has not received the consideration that it should. 
Even with the improved facilities now available 
for the diagnosis and treatment of tuberculosis 
and the decrease in tuberculosis mortality in the 
general population, the mortality from tubercu- 
losis in the psychotic has changed comparatively 
little, particularly in the dementia praecox group. 
This demonstrates that the previous methods of 
treating tuberculous psychotics, namely, rest and 
general hygiene, were not adequate. 

Treatment will be discussed briefly under: 1. 
Prophylaxis; 2. General hygienic measures, in- 
cluding heliotherapy; 3. Symptomatic; 4. Gold 
preparation; 5. Treatment of general paresis in 
the tuberculous; 6. Occupational therapy ; 7. Col- 
lapse therapy; 8. Tuberculous complications. 

1. Prophylaxis: The foundation of any drive 
against pulmonary tuberculosis consists in lo- 
cating and isolating the active cases. Karlier and 
more frequent recognition of the disease has re- 
sulted from the extensive surveys with the tuber- 
culin test, and x-ray carried out on the general 
public and already used in a considerable num- 
ber of mental hospitals. Continued and more 
widespread use of these methods may be expected 
to cause a decrease in the incidence and mortal- 
ity from tuberculosis in mental hospitals. 

2. General hygienic measures, including helio- 
therapy: The usual measures of rest, fresh air, 
sunshine, adequate food, including vitamins 
(especially D and C) and minerals, form the 
basic treatment of all pulmonary tuberculosis 
and necessarily of tuberculosis in the psychotic. 
Adequate diet must be particularly stressed be- 
cause many psychotic patients have to be urged 
constantly to eat and even require forcible feed- 
ing. In laryngeal tuberculosis tube feeding is 
to be avoided if possible. Attempts to apply bed 
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rest at times also meet with considerable oppo- 
sition. This may be overcome by the use of mild 
sedatives such as bromides and paraldehyde. (At 
North Chicago hydrotherapy is used only in in- 
active tuberculosis. ) 

The ultra-violet ray and sunshine are of par- 
ticular importance in tuberculosis of the glands, 
bones and joints, of which there appear to be 
comparatively few in the Veterans Administra- 
tion. Ultra-violet irradiation is the procedure 
of choice in mental hospitals. The usual precau- 
tions against using such therapy in hermorrhage 
cases must be observed. 

3. Symptomatic: There is no essential differ- 
ence in the psychotic and non-psychotic, but at 
times it is difficult to induce a disturbed psycho- 
tic patient to accept any medication. 

4. Gold preparations: There is still a marked 
difference of opinion as to the efficacy of gold 
therapy in tuberculosis since it was first intro- 
duced by Mollgard. If gold preparations are in- 
dicated at all, the same indications would hold 
in the tuberculous psychotic. 

5. Treatment of general paresis in the tuber- 
culous: This controversial subject may be briefly 
summed up by stating that antiluetic treatment 
should be given (consisting of tryparsamide and 
bismuth preparations), but the dosage particu- 
larly of the tryparsamide should be decreased. 
Potassium iodid should preferably not be used 
at all, although Fishberg and other authors have 
held that iodides are not harmful to the healed 
fibroid lesion. While the danger may not be 
great, every now and then a flare-up of an in- 
active tuberculosis occurs in a paretic who has 
been treated with potassium iodid. Fever ther- 
apy and malaria should be reserved for the well- 
healed cases with little residual lung involve- 
ment. 

6. Occupational therapy: During the active 
stages of the disease there is little opportunity 
for occupational therapy, but after the disease 
has become quiescent, and graduated exercise has 
been instituted, light work of various types while 
the patient is still within the ward would appear 
to be of benefit. Of course, later, when the dis- 
ease is completely arrested, patients should be 
permitted suitable light projects, such as weav- 
ing, basket making, and woodwork, in the vari- 
ous occupational therapy facilities of the institu- 
tion. Further efforts in this regard would be 
advantageous, although in 1927 Kidner had al- 
ready called attention to the possibilties. 
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7. Collapse therapy: Under collapse therapy, 
the following questions require consideration: 1. 
Is it worth while to apply this procedure at all 
to psychotics? 2. If minor or major surgery is 
applicable in psychotic patients, why may not 
chest surgery be used in this type of patient? 

In answering the first question, it is well recog- 
nized that an appreciable number of psychotic 
patients, even in the hebephrenic praecox group 
recover, if not permanently, at least for a suffi- 
ciently long time to be able to get along on the 
outside. Many more are able to make a very 
satisfactory hospital adjustment, which involves 
carrying out more or less complicated assign- 
ments with very little supervision. _ 

As regards the second question, major opera- 
tive procedures such as gastroenterostomy, ap- 
pendectomy, and rib re-sections have been per- 
formed without hesitancy in emergencies; in ad- 
dition, such operations of convenience as hernio- 
tomy, tonsillectomy, and gall-bladder drainage 
have been carried out at North Chicago as well 
as elsewhere. Loeb, of the Veterans Administra- 
tion, Augusta, Georgia, has also called attention 
to these facts and has employed surgical proced- 
ures successfully in selected epileptics; yet some 
of the boldest advocates of collapse therapy 
shrink from performing such a simple procedure 
as a phrenic nerve block on a psychotic individ- 
ual. Fortunately, this attitude is slowly 
changing. 

Seaman of the Winnebago State Hospital, Wis- 
consin, states that there is little variation in the 
requirements for collapse therapy in the psycho- 
tic. In Wisconsin all of the active psychotics 
with tuberculosis are transferred to special in- 
stitutions, such as the hospital at Douglas 
County, which undoubtedly facilitates the appli- 
cation of collapse therapy. Reed of the Elgin 
State Hospital reports only pneumothorax feas- 
ible. The patients at this institution are seen by 
a consultant from a general tuberculosis sani- 
tarium. Dombrowski of Chicago State finds ex- 
cellent results from pneumothorax, using both 
unilateral and bilateral procedures. The surgical 
consultant does the phrenic nerve operations and 
even thoracoplasties. Pollak at Peoria State 
Hospital (Municipal Tuberculosis Sanitarium, 
Peoria, Illinois) writes that he has selected a 
group of patients for pneumothorax and phren- 
icectomy. ‘ 

As an instance of what may be accomplished 
even in disturbed patients, the following is of 
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interest: A hebephrenic dementia praecox, who 
developed an empyema, was treated successfully 
by aspiration and closed drainage for about two 
months, although during this period of treatment 
he was frequently disturbed and noisy. Several 
months later his mental condition had improved 
sufficiently so that he was able to leave the hos- 
pital on a trial visit and he is still out of the 
hospital at this writing. 

Artificial pneumothorax was tried in three 
other cases. The patients cooperated excellently 
but unfortunately no free pleural space could be 
established. The third patient died of progres- 
sive tuberculosis. 

The chief objection to pneumothorax in the 
less cooperative patients is that it requires fre- 
quent repetition and yet the empyema case just 
cited indicates what may be accomplished even 
in the disturbed group. 

At present there are no reports available con- 
cerning the use of intrapleural and extrapleural 
pneumolysis, pneumoperitoneum, oleothorax, 
scaleniotomy, or intercostal neurectomy, in the 
psychotics, but the writer sees no reason why in 
selected cases the ordinary indications for these 
procedures cannot be employed. 

From the foregoing it may be seen that: 1. 
Major surgical procedures can be done success- 
fully in the psychotic. 2. Artificial pneumo- 
thorax and phrenic nerve operations are defi- 
nitely feasible in the psychotic, and 3. Even an 
occasional thoracoplasty has been done. The usual 
indications for these procedures can be employed, 
but each case will have to be considered individ- 
ually from the mental and tuberculosis stand- 
point. Artificial pneumothorax as in the non- 
psychotic is particularly indicated in pulmonary 
hemorrhage where the site of the hemorrhage can 
be located. In the Veterans Administration ow- 
ing to the fact that the average age of the pa- 
tients is well beyond forty and that this age is 
constantly increasing, as a result of which the 
degenerative diseases of advancing years may be 
expected, it is not believed that thoracoplasty 
will be found applicable very frequently; yet in 
selected cases even this operation is possible. 
Phrenic nerve interruption being the simplest 
procedure is perhaps the operation of choice in 
a disturbed patient who would otherwise be 
suitable for pneumothorax. 

8. Tuberculous complications: Space permits 
but brief reference to the treatment of complica- 
tions. In the first place, when the disease of 
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the lungs is effectively controlled, it has been ob- 
served that complications diminish in frequency 
and severity. There are at present no reports 
available on the treatment of tuberculous compli- 
cations in the psychotic. In general the treat- 
ment of such complications as intestinal tuber- 
culosis, laryngeal, urogenital, bone and joint, 
glandular tuberculosis and tuberculous empyema 
will conform to that employed in the non-psy- 
chotic, but each case will have to be considered 
individually from the mental standpoint. Cer- 
tainly such urgent conditions as spontaneous 
pneumothorax will require immediate relief. 

It might be well to consider briefly the best 
type of facilities that should be used in the treat- 
ment of the tuberculous psychotics. There are 
three main possibilities: (A) In a tuberculosis 
ward of a mental hospital. The disadvantage 
involved here is the fact that there is not an 
active collapse therapy service because of the 
small number of patients. This objection has 
been obviated by the use of consultants from 
tuberculosis sanatoria. In the Veterans Admin- 
istration the cases selected for phrenic nerve 
operations and for thoracoplasty are sent to 
chest surgery centers. (B) In a separate mental 
ward of a tuberculosis hospital. This has the 
obvious advantage of having readily available 
the personnel of a large active tuberculosis serv- 
ice. The location of such a ward to prevent dis- 
turbance of the non-psychotic patients is a prob- 
lem that probably could be overcome. (C) In 
a hospital built specifically for tuberculous psy- 
chotics. This method has functioned successfully 
in Wisconsin. As far as the Veterans Adminis- 
tration is concerned, the expense involved in con- 
centrating tuberculous psychotic patients from 
various sections of the country in several hospi- 
tals would be excessive, so that such patients are 
treated in tuberculosis wards of neuropsychiatric 
hospitals. 

TABLE 1 


Mortality statistics at North Chicago classified according to 
psychosis and to tuberculosis: 


1926-1931 1932-1937 
Diagnosis TB. T.B. 

Dementia Praecox ....... 46 21 45.65% 43 17 37.53% 
General Paredis: . .....2%..4. 42): 4 335 @ 1 1.4% 
Manic-depressive Psychosis. 1 .. 4 
ROE rr 1 7 

Mental Deficiency ........ 2 e oy 
Huntington’s Chorea ..... 2 6 1 16.66% 
Encephalitis, lethargic .... 3 7 

Multiple Sclerosis ....... 1 2 

yt Ry a 1 4 +4 25 %& 
Cerebral Arteriosclerosis .. 3 12 

NE ow cewe iedtouad cies 0 5 

PMA TiANGe. 63s ciccrees 2 1 
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1926-1931 1932-1937 

Diagnosis T.B. T.B. 
ROMO cadence ve edeages i 2100) & 2 2100 % 
OR RE SES SCT eae Ge er 
Chronic Encephalitis ...... Or xs 1 
Psychosis with cardio 

MMROINEES ce orb ne realeiiaees 0 ; 
Involutional Melancholia .. 0 .. 1 

SMUMNER ooo of ocx rraceiee boraeieate 104 26 25 % 178 22 12.37% 
AEE Oe ocak ob cites ee 37 65 


Three diagnoses listed as toxic are included only for com- 
parison as they occurred in tuberculosis patients who were in 
the hospital for only a short time before death. The percentage 
of autopsies was not great but where no autopsy was done the 
diagnosis of tuberculosis was substantiated by x-ray, sputum 
examinations, or both. Since late in 1930 all new admissions 
have had routine chest x-rays. It is felt, therefore, that there 
were few unrecognized deaths from tuberculosis. 


TABLE 2-A 
Total motality from tuberculosis in various mental hospitals: 
Go of 
Deaths 
Author Country Time from T.B. 
Ganther Germany 1880-1904 19.8 
Geist Germany 1894-1903 10.5 
Ostwald Germany 1877-1891 25.1 
Ostwald Germany 1896-1906 6.5 
Heiman Germany 1870-1897 16.6 
Léw Germany 1911-1916 24.69 
Sands U..& A. 1910-1918 13.61 
Silk U. §.. A. 1910-1916 11.5 
Pollak U.. Se A 1920-1938 10.0 
McGhie and Brink Canada 1928-1932 8.61 
Géransson Sweden 1929 29.8 
Malmros and Wessel Sweden 1919-1933 26.2 
Bogen, Tietz and Grace VU. $.. A. 1933* 0.7 
Dombrowski U. S. A. 1937 4.3 





*Reported merely as “few years preceding this date.” 


TABLE 2-B 


Mortality from Tuberculosis in the principal psychoses: 


A 
x Z ¢ 
g & 7] a a o 
$ Ay a nr 
5 . Ss '& § § 
Author oO a = <5) Oo n 
% % % % TT 
Schroeder Germany 67 12 
Low Germany 50.6 32 27.18 69 63 
Ganter Germany 45 10 21.8 73 &3 
Malmros and Wessel Sweden 43.8 15.5 29.4 16.7 9.3 
E 3 


Incidence of tuberculosis in North Chicago and other mental 
hospitals : 
Total Total % of 
Name of Hospital Year Patients T.ae T.B. 
Veterans Administration 
Hospital, North Chicago, 
PMINORE gcse de cideaacaes 1937 1,152 16¢ 1.39 
36% = 3.12 
Government Hospital, Wash- 
eto Be Ce. eciceyes yes 1917 3,274 84 2.6 
General Survey,* U.S.A..... ... 188,000 6,000 3.2 
Longview Hospital, Cincin- 


REE Aen <4 kta sees ox 1933 2,275 68 3.0 
Chicago State Hospital, Chi- 
CREO: BUUME ic scceese kee 1937 4,795 68 1.41 
Elgin State Hospital, Elgin, 
BUMMER oe ciccduueeertyes 1937 4,730 80T 1.67 
80t 1.67 


*Based on statistics, by Klopp, from hospitals throughout the 
United States. 

tActive. 

tInactive. 


S. A. LEADER 153 


SUMMARY 

1. The mortality from tuberculosis in psy- 
chotics is significant; although there are pro- 
nounced variations in statistics, the death rate is 
higher in mental hospitals than in the general 
population. 

2. The highest incidence of as well as the 
highest death rate from tuberculosis occurs in 
the dementia praecox group. 

3. The death rate and incidence from tuber- 
culosis increase with the duration of hospitaliza- 
tion. 

4, In the past the majority of the cases of pul- 
monary tuberculosis have been far advanced 
when recognized ; however, by applying case find- 
ing methods similar to those used in tuberculosis 
surveys many more early cases have been dis- 
covered. 

As more work is carried out along these lines, 
further decrease in the incidence and mortality 
of tuberculosis in the psychotic can be expected. 

5. Although symptoms of tuberculosis in the 
psychotic are frequently absent and unreliable 
when they do occur, when loss of weight (deter- 
mined by weight charts) or persistent fever oc- 
curs, tuberculosis must be ruled out. Hemopty- 
sis when present is a valuable symptom. 

6. Physical findings are difficult to obtain and 
as in the non-psychotic are not always reliable 
when absent. 

?. The x-ray, including the fluoroscope, is the 
most reliable method of diagnosis. 

8. Examination of the gastric contents by 
smear, animal inoculation, or culture, is a valu- 
able diagnostic adjunct, because often sputum is 
not obtainable. 

9. Tuberculin tests are of value chiefly in the 
younger age groups. In the Veterans Adminis- 
tration their chief advantage is when negative in 
ruling out tuberculosis. 

10. Treatment, as in tuberculosis in the non- 
psychotic, includes: (a) Recognition and isola- 
tion of the active cases; (b) The usual hygienic 
measures, including diet; (c) Symptomatic 
measures; and finally (d) Collapse therapy is 
applicable to the tuberculous psychotic, with 
phrenic interruption being the first, pneumo- 
thorax the second choice. 


The writer wishes to acknowledge his appreciation to the 
hospital authorities for their cooperation in this study. Other 
sources have been acknowledged in the body of this report. 
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THE DIFFERENTIAL DIAGNOSIS OF 


CHRONIC ABDOMINAL DISEASE 


HERBERT PAYNE MILLER, M. D., F. A. C. 8S. 
ROCK ISLAND, ILLINOIS 
The differential diagnosis of chronic abdom- 
inal conditions may be easy or may be extremely 


difficult. The completely typical case is more 
often the exception than the rule. The scope of 
this study is to relate the impressions received 
of the confusing abdominal conditions encoun- 
tered in a series of 900 personally made and 
treated clinical examinations. All cases in this 
series were submitted to complete routine ex- 
amination, and exhaustive examinations were 
made where the problem of diagnosis was ob- 
secure. The final diagnosis was often reached 
only after continued observation and study of 


response to treatment. 


Analysis of the records revealed that organic 
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disease of the gall-bladder, stomach, duodenum, 
appendix and colon required careful differentia- 
tion from functional disturbances and anomalies 
of the gastrointestinal tract. Remote causes 
such as constitutional disease with abdominal 
symptoms, referred pains as in spinal arthritis 
and disease of the central nervous system, the 


genito-urinary tract, the female pelvic organs 
cover in general the other confusing conditions 


met with. 

History—The gall-bladder patient is usually 
a somewhat obese female, about 45, complaining 
of chronic indigestion with post-prandial dis- 
tress, belching and bloating after meals. The 
history of typhoid is rare in our series. Idio- 
syncrasy to fats, greasy or fried foods is com- 


mon. Colic and jaundice if present are charac- 


teristic. The symptoms may occur with a normal 
dye test. One is then forced to look outside the 


gall-bladder for an explanation as in the fol- 
lowing case: 


Case 1: Mrs. C. H., aged 37, housewife, seen 
6-6-34, Entrance Complaint; Pain in the right upper 
abdomen, bowel cramps, nervousness. Present Illness: 
Trouble began ten years ago with attacks of dull pain 
No food ease, no peri- 
Passed 


mucous with abdominal cramps on several occasions. 
Examination: Nervous appearing, normal in weight. 


Liver down two fingers on the right and the lower 
pole of the right kidney readily felt. X-ray Examina- 


tion: Right sided ptosis of colon, liver and kidney. 
Galli-bladder normal. Irritable colon demonstrated by 
barium meal. 

The diagnosis was psychoneurosis, generalized vis- 
ceroptosis and irritable colon. Eight years ago, else- 
where, she was treated for peptic ulcer; four years ago 
she was advised to have the gall-bladder removed and 
three years ago a famous midwestern clinic advised an 
exploratory operation, Certainly surgery is not indi- 
cated on our diagnosis. 

The ulcer patients met with were usually younger 
than the gall-bladder patients, male, and if not young 
the history went back into early adult life. The story 


of a good appetite, hunger pains, food ease and alkali 
relief is typical. MHemorrhage or tarry stools are char- 


acteristic, but many times were absent in the history. 
Irritable colon or anomalies of the colon can mimic 
the whole picture. 

The story of recurrent attacks of pain in the right 
lower quadrant of a few days’ duration with soreness 
outlasting the pain, attended by vomiting, constipation 
and slight fever with leucocytosis is considered as 
characteristic of acute appendicitis. The whole syn- 
drome may be produced by a low cecum as in Case 2; 


Case 2: Mr. F. S., aged 51, farmer, seen 3-16-36. 
Entrance Complaint: Pain in the right lower abdomen; 


in the right upper quadrant. 
odocity. Belching and “gas” in the abdomen, 


joint stiffness; exhaustion. Present Illness: Always 
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constipated unless takes medicine. When bowels do 
not move there is a constant feeling of distress in the 
right lower abdomen as though gas couldn’t pass 
through. Feels bloated and tender during these acute 
flareups and has been advised to have the appendix 
out when seen by various physicions during one of 
these spells, Examination: Tenderness in the right 
lower quadrant in the region of appendix with a feel- 
ing of doughiness, X-ray Examination; Very low 
mobile cecum present, could be displaced to the mid- 
line, 

In this case the elongated right colon with free 
mesentery permitted attacks of stasis either due to 
mechanical kinking or spasm with production of attacks 
of “acute appendicitis” until relieved by thorough irri- 
ation of the colon as described by Bastedo. If an 
appendectomy is done these patients continue to have 
their attacks after operation. Colon anomalies may 
imitate gastric, appendiceal, ulcerous, or obstructive 
syndromes. Differential diagnosis depends on exclu- 
sion by x-ray. 

Carcinoma of the proximal colon as in the following 
vaste May be mistaked for appendicitis. 

Case 3: Mrs. J. B., aged 33, clerk, seen 10-24-33. 


Entrance Complaint: Pain in the right lower abdomen. 


Present Illness: Indigestion and gas on stomach for 
six months. Two weeks ago because of pain, tender- 
ness, and a mass the size of an orange a physician 
treated her for appendicitis, with ice bag and bed rest, 
with subsidence in one week, In the past week another 
attack occurred. Examination: temperature 99.2 hemo- 
globin (D) 75%; leucocytes 9,200; red cells 4,200,000 
per cubic millimeter. X-ray Examination; Barium enema 
showed a filling defect in the lower ascending colon. 
Operation revealed a constricting carcinoma of the as- 
cending colon with partial obstruction. 

Functional disturbances of the colon contribute in a 
large measure to confusion in diagnosis. The irritable 
colon may be single or may complicate organic disease 
and may be responsible for the symptoms rather than 
the organic disease. The individual suffering with a 


functionally deranged colon is usually of slender vis- 


ceroptotic habitus, under weight, in poor posture, often 


a female with multiplicity of nervous symptoms. 


Abdominally, there is usually a history of constipa- 
tion with persistent use of cathartics. Shifting pains 
are present. In the lower right quadrant they sug- 
gest appendicitis, if in the left upper quadrant the 
heart or if in the right upper quadrant the gall-bladder 
and duodenum may be thought of. The stools are usu- 
ally mushy, ball or pencil like, in short pieces, not 


formed and sausage shaped. Mucus may have been 
noted. Tenderness is present over the course of the 


colon. Gas, belching, hyperacidity, distress after meals 
occurs and is often relieved by passing of flatus, defeca- 


tion or enema. Symptoms are aggravated by strain 


or emotional excitement and relieved by rest or a 


vacation. 


Considering now remote, referred, genito-uri- 


nary and pelvic states as causing abdominal 


symptoms, spinal arthritis may simulate gall 


bladder on a referred pain basis as in case 4: 
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Case 4; Mrs. J. V. M., aged 63, housewife, seen in 


1930. Treated for chronic osteo-arthritis of spine, fin- 
gers, knees since 1930, Appendectomy performed in 


1935. At that time the gall-bladder was explored and 
found normal, In 1937 noted sharp, sticking right 


upper quadrant pains which radiated around to the 
back accompanied by belching, bloating after meals 


and nausea. Examination showed slight tenderness 
over the gall-bladder area. She was under nervous 


strain due to care of sick husband. X-ray Examina- 
tion; Showed a normal gall-bladder series. Lateral 


films of dorsal and cervical spine showed marked osteo- 
arthritis. The gastric symptoms were due to irritable 


colon and the pains due to neuritis. She was relieved 
by physical therapy and antirheumatic drugs. 


Disease of the central nervous system is rep- 
resented by one case of tabes with gastric crises. 
For pain in the right upper quadrant operation 
for gall-bladder disease has been advised else- 
where. Pictures with the dye were normal. On 
further observation the pains shifted to the right 
leg as lightening pains, 

Considering the various historical indications, 
then, it is seen confusion can easily occur. The 
first duty is to differentiate the functional from 


the organic type of trouble not forgetting we 
may have both together or that organic disease 
may be the means of precipitating a functional 
heryous condition, 

Physical Examination—The physical exami- 
nation may reveal a tender ropy colon in the 
left iliac region, tenderness over the gall-bladder 
area (which may be due to the colon), the boggy 
cecum, the mass of malignancy, the epigastric 
or right upper quadrant tenderness of peptic 
ulcer or the obstructed ptotic kidney. Operative 
scars are significant in exclusion. Of the other 
solid organs besides the liver, the spleen has not 
entered into the picture once in this series. The 
kidney was frequently found down on the right 
in visceroptosis and may be significant in right 
lower quadrant pain as in the following case. 

Case 5: Mrs. J. K. Me, aged 27, housewife, seen 


10-4-33. Entrance Complaint: Pain in the right side of 
the abdomen. Present IlInes: For three years spells 
of pain in the right lower abdomen which radiated 
slightly to the thigh, accompanied by nausea, aggravated 
by prolonged standing. Spells would last two to three 
days and be relieved for two or three days. Physical 
Examination: Moderate tenderness in the region of 
McBurney’s point. X-ray Examination: Appendix 
negative. Retrograde pyelography: Distention of the 
pelvis reproduced patient’s pain. Film showed nephrop- 
tosis on the right with a tortuous, kinked ureter. Re- 


lieved by an abdominal support and gain in weight. 


The general posture if collapsed and the 
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condition of the spine for flexibility should be 


observed. Cystadenomata and retention cysts 
of the right ovary often simulate appendiceal 


involvement but are ruled out by pelvic exami- 
nation, The diseased uterus usually causes little 
confusion because of pelvic symptoms or men- 
strua) abnormality and can usually be excluded 


by pelvic examination except in the very obese. 


Laboratory—The sedimentation rate is usually 
definitely elevated in chronic gall-bladder, renal 


and malignant conditions provided acute respira- 
tory infections, pathological changes in the lung, 
pelvic disease and menstruation are ruled out. 
Recurrent appendicitis, irritable colon, and 
anomalies alter it but little. The red picture 
may be altered in ulcer or malignancy; the 
white cells or Schilling count are of little 
assistance in chronic states. A slightly elevated 
icterus index in a doubtful gall-bladder case may 
help sway the weight of opinion. The Kahn 
test is routine. Gastric analysis is only of 
slight value. Duodenal drainage with findings 
of white cells and cholesterin crystals is of 
definite confirmatory value in gall-bladder dis- 
ease, The gross stool examination as to shape 
and consistency has already been mentioned. 
Urinary findings of pus may help to differentiate 
the infected ptotic kidneys from the appendix 
when on the right. 


X-ray—The normal appendix visualizes as the 


cecum fills and empties. The normal filling time 
1s four hours, It should empty in 24 hours. 
Criteria of involvement are tenderness, lack of 
filling, fixation, kinking, persistent filling. An 
unvisualized appendix may be due to retained 
feces in right sided colon stasis or may be con- 
cealed due to retrocecal position. If abnormal, 
tenderness will be felt in the region of the 
appendix, the lack of filling being due to thick- 
ened wall, stricture or fibrosis. Associated 
spasm of the cecum may be present. The posi- 
tion of the diseased appendix where it is high 
as in undescended cecum may cause it to simu- 
late a gall-bladder or kidney condition also if 
the tip extends high retrocecally. One left 
sided appendix was found in our series. 

Case 6: Miss B. B., aged 20, student nurse, seen 
4-9-37. Present Illness: Has had several attacks of 
pain and soreness in the left lower quadrant accom- 
panied by nausea, vomiting, slight temperature and 
leucocytosis. X-ray Examination: Barium meal and 
enema demonstrated a lack of fusion of the right half 
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of the colon with the tender appendix and right colon 
swung over into the left ileac fossa, at which point 
the symptoms were localized. At operation this posi- 
tion was confirmed, 


In the absence of typical deformity or niche 
in the cap in the patient with the duodenal ulcer 
syndrome, anomalies of the colon such as low 
cecum, hypofixation with right sided coloptosis 
leading to a drag on the duodenum with inter- 
mittent obstruction should be looked for. In 
the thin asthenic individual the ptosed dilated 
slow emptying stomach observed with the meal 
may be of clinical significance in accounting for 
gastric symptoms. The use of oral gall-bladder 
dye should be routine in most cases. If there 
is still confusion the intravenous pyelography is 
a great help in ruling out the kidney. A flat 
scout film of the abdomen before any other ob- 
servation is a good plan in picking up vertebral 
or other bone disease, renal stones, radio-opaque 
gallstones. 

CONCLUSIONS 

The difficulties inherent in the differential 
diagnosis of chronic abdominal disease from the 
standpoint of screening out non-surgical condi- 
tions have been emphasized by a review of de- 
ceptive points in the history and illustrated 
with cases. Kmphasis has been placed on recog- 
nizing certain functional and anomalous types 
in which surgery is not indicated. Important 
diagnostic points in physical examination, lab- 
oratory and x-ray examination learned from a 
series of 900 personally examined and treated 


cases have been enumerated. 
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TULAREMIA 
P, A, STEELE, M. D. 
DECATUR, ILL. 

In taking up the subject of tularemia, I 
should like to say first, that while we had a total 
of 29 cases reported in Decatur, IIl., from Nov. 
17th to Dec. 30th, 1938, I had to run down the 
first seven or eight cases, after having heard 
of a few of them from men with whom I myself 
was out hunting. In other words, the physicians 
had not been reporting them, largely because 
they did not know they were reportable. After 
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that start, their cooperation was excellent. In 
fact, they were all more than willing that 1 
check each patient. 

That being the situation in my own com- 
munity, 1 am quite sure that some of those 
present have not had any experience with tula- 
remia, and [ ask the indulgence of those who 
are familiar with the disease, while 1 cover some 
of the main points regarding it. 

In 1911 McCoy and Chapin found a disease 
in ground squirrels in Tulare County, California. 
It was found on investigation to be trans- 
missible to other rodents, and to monkeys. 
Smears from various organs, especially the 
spleen, showed a short rod-shaped bacillus appar- 
ently encapsulated, which they named Bacterium 
tularense, in recognition of Tulare County, 

From 1917 to 1920 Francis found two dozen 
febrile cases in Utah, which were directly related 
to a fatal epidemic of jack rabbits, due to the 
Bacterium tularense. 

Since that time the disease, tularemia, has 
been found not only in this country, but in Can- 
ada, Norway, Sweden, Japan, and Russia, out- 
breaks having been so bad in the last named 
country that as many as two-thirds of an entire 
village have heen stricken. 

Over 90 per cent. of the cases in the United 
States have been due to skinning and cutting up 
rabbits. In 1932 the United States Public 
Health Service had 3653 cases reported, with a 
mortality of 4.9 per cent. I refer you to the 
April 15th issue of the Illinois Health Messenger 
for statistics in this state from 1926 to date. 

The Bacterium tularense, or Pasteurella tular- 
ensis is a smal] pleomorphic organism measuring 
0.3 to 0.7 of a micron, by 0.2 of a micron. It 
is so small that it will frequently pass through 
a Berkefeld filter. It stains best with crystal 
or gentian violet, and occurs in both bacillary 
and coccoidal forms. It is gram-negative, non- 
motile, and non-spore bearing. It is aerobic, 
and while first grown by McCoy on a coagu- 
lated egg yolk medium, the best known medium 
at the present time is a blood glucose cystine 
agar. It differs from the other Pasteurellas in 
the failure to grow on ordinary culture media. 
It is more invasive than Past. pestis in that it 
will apparently penetrate the unbroken skin of 
laboratory animals, although this is not true in 
human beings. It has been found in the stools 
of bedbugs up to 25 days, but it is killed in ten 
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minutes at 56°C. The meat of the cooked rab- 
bit is, therefore, quite safe to eat. The mode of 
transmission in animals is by ticks. 

In man, the incubation period is very short, 
being usually one to three days, although in two 
or three of our cases it was six or seven days. 
The onset is marked by headache, chills, fever, 
sometimes vomiting and almost invariably ex- 
treme prostration. 

There are four types (1) Uleeroglandular, in- 
cluding the meningeal and pulmonary types; (2) 
(Jandular—no primary lesion; (3) Oculoglan- 
dular in which there is a conjunctivitis, the 
Bacterium having been carried to the eye by 
the fingers; and (+), the typhoid type in which 
there is no local lesion and no glandular involve- 
ment. With the exception of two cases of the 
glandular type, all of ours were of the ulcero- 
glandular type, nearly all of them giving a his- 
tory of sticking a finger at the site of the lesion 
with a broken bone while skinning the rabbit, 
or, aS was usually the case with those women 
who contracted the disease, of cutting a finger 
with a knife while cutting the rabbit up for 
cooking. 

The active stage of the disease will usually 
last from two to three weeks, the outstanding 
criteria being chills at first, with fever, glandu- 
lar symptoms and rather marked prostration, 
together with an ulcer at the site of infection. 
In all of the 
ten cases checked for it, we found a definite 
hyperglycemia. Relapses may be looked for even 
after a considerable period of time, although 
recovery in man is apparently followed by com- 
plete protection against reinfection. There is 
on record one case of a laboratory worker who 
recovered 18 years ago, and has since had four 
transient local reinfections on a finger, at differ- 
ent times, without any systemic disturbance. 

The differential diagnosis is difficult, espe- 
cially in distinction from typhoid and undulant 
fever. I should like to mention in that connec- 
tion that serums from cases of tularemia have 
been found to agglutinate both Brucella abortus 
and the Brucella melitensis, and that serum from 
cases of Undulant fever may agglutinate the 
Pasteurella tularensis. The significant differen- 
tial points are: (1) A history of dressing wild 
rabbits: (2) localized lesion and 
swelling, nearly always involving the axillary 
glands, and in about half of our cases, the epi- 
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trochlears; (3) isolation and identification of 
the bacillus; and (4) agglutination of patients’ 
serum with Past. tularensis. 

As to the agglutination, our experience is the 
same as that of most others. On four of the 
cases we never did get a positive agglutination, 
two of these having died within two weeks from 
the onset. Of the remainder two of them 
were positive in the second week, and the rest 
in the third or fourth week. The agglutination 
titer in recovered cases remains for an unde- 
termined period. Francis has never found a 
negative agglutination in recovered individuals. 

Fatal cases are due to a rather rapidly devel- 
oping septicemia, glandular enlargements, and 
focal necroses in lymph nodes, bone marrow, 
lungs and particularly in liver and spleen. We 
found on autopsy on two cases that there were 
small pale abscesses varying from the size of the 
head of a pin up to perhaps a half inch. The 
organism was successfully grown on blood glu- 
cose agar. You will note that there was no 
cystine in the culture media, as there was none 
available. Dr. T. S. Raiford, pathologist in 
charge of the laboratories of St. Mary’s Hospital 
in Decatur and of laboratories in associated 
hospitals in other towns, was also able to grow 
cultures from other cases, using the spinal fluid 
and the blood from one patient, blood only from 
a second case, and direct from the local lesion 
in two other cases. In each instance this was 
before the development of a positive agglutina- 
tion. The spinal fluid was obtained when a 
spinal puncture was done in a successful attempt 
to relieve the patient of the extreme headache. 

As to treatment, in the three patients who 
died, one was treated for three days with sul- 
fanilamide, then given symptomatic treatment, 
and two doses of serum intravenously; the other 
two cases were treated symptomatically only. As 
to the remaining cases, all of whom recovered, 
and have as yet showed no signs of a relapse, 
one was treated with sulfanilamide throughout; 
five were treated with sulfanilamide for the first 
few days, with no apparent result, then put on 
symptomatic treatment; one was given bismuth 
sodium tartrate, two cc. of a three per cent solu- 
tion for two days; the prostration and adenop- 
athy cleared up entirely in a week, and the 
physician in charge of the case claims to have 
used it before with equally good results; Mul- 
ford’s serum was used in three cases, along with 
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symptomatic treatment; in four cases quinine 
alone was used; in one case Parke Davis haemo- 
protein was used; in one case prontylin in ten 
ce. doses was given four times a day to a begin- 
ning cyanosis, then repeated a week later, fol- 
lowing which time there was complete recovery ; 
three cases were treated with metaphen intra- 
venously, and symptomatic treatment; and the 
remainder were given symptomatic treatment 
only. The only complications which developed 
were that one case still has an axillary adenop- 
athy ; in two cases the suppurating glands had to 
be lanced, and in one woman 54 yrs. of age there 
is a definite diabetes; she is on insulin at the 
present time. 

In conclusion, there is still no specific treat- 
ment for tularemia. 

The disease must be diagnosed clinically as the 
agglutination is not positive until the second or 
third week. 

Due to the marked increase in the disease in 
1938 in rabbits, we can probably look for another 
outbreak in the last two months of 1939. 

I believe we can assume that the continued 
warm weather through the month of November, 
1938, was largely responsible for the spread of 
the disease, as a definite cold spell would have 
killed off most of the sick rabbits. I made the 
suggestion to the Illinois Sportsman’s Clubs 
that the opening of the hunting season be made 
a month later. Their objection to this was that 
it would bring about a marked increase in the 
shooting of pheasant and quail out of season, 
undoing the good work which is being done in 
restocking the state with those birds. It is still 
possible that some change may be made in hunt- 
ing regulations before next fall. 


DISCUSSION 

Dr. Cecil A. Z. Sharp, Springfield: It is inter- 
esting to note that the doctor mentioned the fact 
that the blood agglutination test is not positive the first 
two weeks of the disease. In fact, we had a number 
of cases where the agglutination test did not become 
positive until the fifth week of the disease. It was 
very noticeable in our laboratory reports that large 
numbers of specimens were being sent in to our lab- 
oratory requesting a tularemia agglutination test and 
we were reporting these tests as negative. In fact; 
during a one-week period we had over 200 negative 
agglutination tests for tularemia. We felt these phy- 
sicians were not sending these specimens in without 
some particular reason. No doubt, they suspected 
their patients had tularemia and wanted to confirm 
their diagnosis. So we made it a routine practice to 
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add to the bottom of each negative laboratory report 
a sentence which read, I believe, as follows: “Test 
is rarely positive until the third week of the disease.” 
In this manner we were able to obtain second speci- 
mens subsequently on a large number of these patients 
which, of course, later proved to be positive. Often- 
times a physician would have a case that had existed 
for some two or three weeks and send in a specimen 
and obtain a negative report and then definitely rule 
out tularemia from this one negative report. Our 
figures for 1938 showed we had 459 cases of tularemia 
reported to the Illinois State Department of Public 
Health. Thirty-two of these cases terminated fatally, 
giving us a fatality rate of 6.9 per cent. Now, over 
99 per cent. of these 459 patients gave a definite his- 
tory of having handled or eaten rabbits. Out of this 
number, only two stated they had not handled rabbits ; 
one had handled a squirrel and the other a quail. The 
onset of the illness was as short as one day in a few 
cases; it averaged about two or three days; and went 
as long as twenty-one days in another case. 

It is very interesting to note that about two years 
ago the Illinois Department of Conservation placed a 
ban on the sale of wild rabbits in Illinois. It is no 
longer possible for the farm boy to go out and shoot 
wild rabbits and take them in to the country store 
and sell them. It is forbidden by law. And for that 
reason these same country boys do not bother to kill 
these rabbits. At the present time we have an enor- 
mous increase in the rabbit population. You can’t 
drive five miles without seeing a number of killed 
rabbits on the highways today. With this great in- 
crease in the population of rabbits and their contact 
with each other, we have had an enormous increase 
in the amount of infection, or reservoir of infection, 
that exists in these rabbits. It will probably be neces- 
sary to release this restriction in order to have these 


rabbits killed off. 


There is absolutely no danger in eating the rabbit. 
Our danger is simply in getting this blood infection 
into our own blood. If we use the simple precau- 
tion of strong rubber kitchen gloves when dressing 
or handling these rabbits, and then thoroughly cook 
them, it is just as safe to eat an infected rabbit as 
it is a healthy rabbit. Of course, no one would delib- 
erately eat an infected rabbit. Those that are ill or 
appear to be ill should be shot. A number of hunters 
actually declared they wouldn’t waste a three cent 
shot-gun shell on a sick rabbit. Of course, if we 
could get a few more of our hunters to kill these sick 
rabbits as they see them, it would be of great benefit 
in reducing the reservoir of infection. 

Dr. A. J. Levy, Chicago: This year I was fortu- 
nate to have had the opportunity of studying six 
cases of tularemia, two of the typhoid types, and four 
of the ulceroglandular type. Five of the six patients 
were butchers by trade. 

One patient, of the typhoid type, was employed at 
the Stockyards in Chicago. According to his story, 
he never came into direct contact with the carcasses 
of animals. His work was to hang up the hooks 
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from which the carcasses were suspended. For pre- 
cautionary measures all hooks were handled with gloves. 
During his illness, which was a mild type, no glandu- 
lar enlargements were observed at any time. He com- 
plained of general weakness and ran a very high tem- 
perature for several weeks. Diagnosis was made 23 
days after the onset, by laboratory findings—positive 
agglutination 1:640. The patient recovered on treat- 
ment with sulphanilamide. 

The second typhoid type patient also showed no 
glandular enlargement, with the exception of the spleen 
which was somewhat enlarged, and though the treat- 
ment was the same as for the first patient, he suc- 
cumbed to the disease on the fifth week of illness. 

These two cases seemed very peculiar, as neither 
patient had had any direct contact with animal car- 
casses. I wonder if Dr. Steele can explain how these 
patients might have contracted the disease. 

Another question I would like to ask is, at what 
date during the course of the disease should the blood 
be taken for culture? I think it is very important to 
know this, because the agglutination does not appear 
to be positive until the third week, at least. 

I would like to ask Dr. Sharps whether he can 
enlighten us as to the type of tularemia cases that 
terminates fatally. Are all of them of the typhoid 
type, or are they of different types as well? 

Dr. Steele, in response: In regard to the case that 
gave no history at all, Dr. Levy, I can’t answer any- 
thing on that. The only thing I can do is to guess 
at it. But probably somebody who did have tularemia 
had come in contact with this person. Perhaps he had 
an ulcer and didn’t know it was tularemia at all. And 
the second person may have come in contact with it 
through a cut upon his hand, affording a mode of 
entry. Beyond that I wouldn’t be able to give an 
explanation. 

In regard to the blood, in which a positive blood 
culture was found, in two cases one was taken within 
four days of the onset of the disease and the other was 
taken, I should say, within a ten-day period. I don’t 
remember the exact date on that. But both cases did 
show a positive culture before we got any agglutination. 
In other words, the blood was sent in for the agglutina- 
tion test at the time but it wasn’t until later that we 
did get a positive agglutination, the cultural findings 
preceding it. 





MEDICINE AT A PINNACLE OF DISTINCTION 
AND EXCELLENCE 

Alphonse M. Schwitalla, S. J., dean St. Louis Uni- 
versity School of Medicine, St. Louis, Mo., says: 

“Medicine in America stands today at a pinnacle of 
distinction and excellence. . . . As I see it, the funda- 
mental reason why—despite its obvious failures to sup- 
ply a final answer to all of life’s problems—medicine 
has merited, and rightly, the confidence and trust of 
mankind is that medicine has been concerned primarily 
with safe-guarding not its own interests but the inter- 
est of all men.”—Wisconsin Medical Journal, Septem- 
ber, 1938. 
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TREATMENT OF COMPOUND 
FRACTURES 
CarLo 8S. Scuperi, M. D. 
CHICAGO 

There is nothing new in the treatment of 
compound fractures which I am about to pre- 
sent. It is probably as old as the subject of 
fractures, and many of the principles to be 
presented are the teachings of Dr. Cubbins. We 
have at the Cook County Hospital an oppor- 
tunity of treating a large number of compound 
fractures, Saturday being a day of velocity and 
Sunday a day of debridement. We have tried 
almost every form of treatment, have discarded 
some and adopted others. The methods I pre- 
sent today have been most successful in our 
hands. We do not want to condemn any other 
methods. I am purely presenting our experi- 
ence. 

In the treatment of compound fractures we 
believe the first person who takes care of the 
ease does the most important work. Most of 
these cases fall into the hands of persons at the 
site of the accident, the policeman, the fireman, 
or somebody who has had no training in the 
treatment. We do not expect to make doctors 
out of them, but we do believe that by radio, 
by newspaper publicity and by lectures they 
should be taught not to fool around with bones. 
If they are taught to cover the wound with 
linen and to splint the leg immediately, I think 
the doctor who finally takes care of the case 
will have better success and a better end result 
—cover the wound, immobilize immediately and 
do not manipulate at the site of accident. 

We like to treat the shock first. Nothing is 
done until the patient is out of shock. We have 
permitted cases to be immobilized but not 
touched for as long as six or eight hours, because 
by trying to treat the fracture without combating 
shock first has led to some unhappy results. 
When they are out of shock we take them to 
the operating room. We have ceased treating 
these as minor cases. They are all major cases. 
Under anesthesia the wound is covered with 
sterile gauze and the extremity is thoroughly 
washed with soap and water for ten minutes, 
then shaved. Finally the wound is uncovered 
and is washed with soap and water. The patient 
is then prepared with iodine and aleohol or 
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whatever other antiseptic one desires. We put 
no antiseptic into the wound because it is Dr. 
Cubbins’ teaching and that of other men that 
the addition of antiseptic destroys the tissues 
and the cells which are trying to combat infec- 
tion and for this reason the wound does better 
without any antiseptic. 

We have made it routine to extend the com- 
pound area surgically, making a wide exposure, 
so that all tissues can be seen. Some of the 
worst cases we have had have been simple punc- 
ture wounds. They have flared up with terrific 
infection because we were afraid to cut the skin. 
Heretofore one of our greatest mistakes was 
removal of the skin edges around the compound 
fracture, perhaps 7; or 4% inch, and when you 
get through there is 44 inch missing and when 
you try to approximate the edges they cannot be 
closed. We have discontinued the useless sacri- 
fice of skin unless it is definitely necrotic and 
avascular. When the wound is wide open we 
remove all the gross dirt we can see; the bone 
ends are washed with physiologic salt solution, 
the soft tissues are examined carefully, and the 
muscle tissue is cut until healthy twitching mus- 
cle is reached. Examination is made for nerve 
and large vessel injury; then, when the soft 
tissue is seen to be clean macroscopically, we put 
in the least possible amount of catgut ligatures. 
We believe the less foreign body put into the 
wound the better are the chances for the patient. 

Sherman of Pittsburgh advocates immediate 
reduction and plating on all compound frac- 
tures. His results are excellent. We know that 
his results are just as good as he says. About 
seven or eight years ago Dr. Cubbins came back 
very much enthused about it and we had stand- 
ing orders that all compounds were to be plated. 
We plated them all and for the next few months 
did a lot of amputations. Sherman is able to 
do it but we are not. We believe it is better 
to avoid foreign bodies in these fresh compound 
fractures. About one screw is the maximum 
amount of foreign material ave use. Depending 
upon the type of case, we use skeletal traction 
or a plaster cast. In a fracture of both bones of 
the leg we usually use a Steinmann pin. How- 
ever, that depends on the operator and the type 
of facilities at hand. 

About closure of the skin there is much dis- 
cussion as to whether it should be closed tightly 
or loosely or left wide open. In our experience 
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it has been found best to put in interrupted 
sutures about 34 inch apart, loosely approxi- 
mating the skin edges, thereby permitting the 
fiow of serum and blood onto the dressings. 
They are removed when they become saturated. 
Some men close them tightly with continuous 
running sutures, but we are afraid of that. The 
accumulation of blood and serum frequently 
gives a very fine media for infection. We feel 
if we leave the wound partly open all the oozing 
will come out on the dressings, and any organ- 
isms will be washed out rather than allowed to 
stay in the wound. Some men pack the wound 
with vaseline and gauze and leave it open. We be- 
lieve that is synonymous with infection and we 
are opposed to it. 

Our results have been 90 to 92 per cent. clean 
compound fractures at the County by the above 
regime, in unselected cases. In those that be- 
come infected we immediately remove the 
sutures, permit the wound to gape and irrigate 
with two per cent. Dakin’s solution. The dress- 
ings are changed twice a day or once a day if 
there is not much drainage. In the treatment 
of dead bone we do not remove any until Nature 
shows a definite line of demarcation. We feel 
that more harm than good is done by trying to 
separate living from dead bone with a chisel 
and hammer. 

This is the treatment which has given us 90 
to 92 per cent. clean cases. We believe that the 
success has been due to simplicity of treatment, 
thorough washing with soap and water, and 
thorough cleaning of the bone by the application 
of voluminous dressings over a loosely applied 
skin closure. 

104 South Michigan Avenue. 


DISCUSSION 


Dr. Frederick W. Slobe (Chicago): Just as is ap- 
plicable to so many of the economic ills of the world 
today, so there are many phases of the practice of 
medicine in which a return to fundamentals is indi- 
cated. Hence I am glad that Dr. Scudari’s major 
premise emphasized a return to basic principles in the 
treatment of compound fractures. After all, the only 
difference between a simple and a compound frac- 
ture is the presence of the complicating wound and no 
matter how skillfully the surgeon handles the frac- 
ture, if the wound is incorrectly treated, not only is 
there great danger that all the care used in treating 
the fracture is nullified, but also serious complications 
may ensue. Therefore, since the treatment of the wound 
is the most important feature in compound fractures, 
such treatment should be under the direct supervision 
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and care of the surgeon and not relegated to someone 
less familiar with the essential principles involved. 

Except for the delay incident to the alleviation of 
shock, compound fractures must be considered as strict 
emergencies and as major operative procedures. The 
earlier they are treated, the smaller will be the inci- 
dence of infection. If they are not seen within five 
hours after the injury, most will have passed from 
the stage of mere contamination to one of beginning 
infection. 

Meticulous cleansing of these wounds with gentle 
scrubbing and irrigation with soap solution must be 
patiently performed. This does not mean one pitcher 
of soap solution used in five minutes time, but often 
means many pitchers used over a period of from twenty 
to thirty minutes before the wound may be said to be 
adequately cleansed. Included in the surgical debride- 
ment which follows this cleansing, there should be a 
very thin section of the skin excised and a very thin 
section should be chiseled from the contaminated frac- 
ture edges when indicated. The amount of soft tissue 
excision is quite variable, depending upon the nature 
of the wound and the site of injury. 

If generally favorable conditions exist and the above 
method of treatment instituted, many compound frac- 
tures can be converted into simple fractures by per- 
forming primary suture of the skin without drainage. 
Of course, there are always certain elements of doubt 
because of unknown factors such as the patient’s re- 
sistance and the dosage and virulence of the bacterial 
contamination in the wound. The nature of the wound, 
the location and circumstances of the accident, the type 
of fracture and the time elapsing since the accident are 
additional factors which influence the surgeon in his 
decision as to the degree of closure of the wound. So, 
depending upon the degree of doubt in the mind of the 
surgeon, there are various gradations varying from the 
ideal procedure of primary closure. At times, inserting 
the sutures but not tying them for one or two days 
may give one an opportunity to observe the wound 
reaction. Sometimes a delayed secondary suture may 
be used after five to seven days, although by so doing, 
one always sacrifices a good coaptation of the wound 
edges. In other instances where there is very definite 
doubt, one of the safest procedures is the use of Carrell- 
Dakin tubes instilling either Dakin’s solution, one per 
cent. chlorazene, or azochloramid in saline. These 
chlorine antiseptics do not seem to retard wound heal- 
ing, definitely inhibit infection, and have an additional 
action which seems to bring about a reversal of 
the lymph flow. When these tubes are used, I think 
it advisable to suture them in the skin, leaving the 
original tubes in place until they are ready to be re- 
moved permanently. This way, there is no subsequent 
handling of the wound except for changing of the ex- 
ternal dressings. If for any reason conditions are such 
that one of the above measures cannot be used, the 
Orr method may be indicated. When this method is 
used, its principles should not be violated postopera- 
tively as the wound must be treated with scrupulous 
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care without subsequent messing with the wound, only 
the external dressings being changed at long intervals. 

If the above measures are correctly carried out, the 
treatment of the fracture itself may not necessarily 
vary appreciably from the procedure used in simple 
fractures. Under favorable conditions, if the fracture 
is such that it is best held by a couple of screws or 
a plate, there is often no important contraindication to 
their use, providing one does not have to open up any 
new tissue planes in order to use metallic fixation. 
Sometimes a fenestrated cast may be used but very 
often because of the accessibility of the wound pro- 
vided, a Thomas splint with skeletal traction will be 
found to be the best method. The Roger Anderson 
apparatus has a field here also, but as in all cases where 
skeletal traction is used, great care must be exercised 
to prevent over-traction; this requires the frequent use 
of follow-up x-ray examinations. 

Careful adherence to the fundamental principles so 
well emphasized by Dr. Scudari will eliminate most of 
the hazards incidental to compound fractures, will 
vastly improve the end-results, and will enable us, in 
many instances, to convert compound fractures into 
simple fractures through the use of the ideal, primary 
closure. 





SOME OBSERVATIONS ON CEREBRAL 
HEMORRHAGE IN THE NEW-BORN 
Heywortn N. Sanrorp, M. D. 
CHICAGO 

In studies that have been made of the causes 
of death during the new-born period, cerebral 
hemorrhage has been estimated as causing from 
25 to 40 per cent. of these deaths. One reason 
for doubting some of these quoted statistics is 
the very grave difficulty of diagnosing cerebral 
hemorrhage in the new-born unless we have 
proof by autopsy, for as yet we have no absolute 
means of being sure of our diagnosis. 

However, no matter how much statistics as 
to the frequency of cerebral hemorrhage in the 
new-born may vary in different localities, cer- 
tainly any condition that is quoted as causing 
from one-fourth to two-fifths of the deaths in 
the new-born group should deserve wide atten- 
tion. Unfortunately this attention has been 
directed towards the obstetrician as the person 
principally at fault. One always hesitates in 
making a diagnosis of cerebral hemorrhage in a 
new-born, because of the immediate defensive 
attitude of the obstetrician. Such terms in com- 
mon usage as “birth injury,” “obstetrical 
trauma,” and the like seem to place the blame 
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back onto him. This unfortunate state of affairs 
has been further caused by various statistical 
studies which attempt to prove that at institu- 
tions where “good obstetrics” are practiced there 
is much less cerebral hemorrhage in the new- 
born than in other localities. 

A new aspect and means of classification has 
been brought forth by the work of Craig in Eng- 
land. He has recorded the autopsy findings on 
126 children dying of cerebral hemorrhage and 
endeavored to thoroughly study and classify the 
various etiological factors in each case. Obviously 
there must be two factors at work. First, a 
strain on the cerebral vessels, and secondly, some 
factor that causes a weakening of that vessel. 
These factors might exist alone but more often 
they occur together. 

He has found that about one-half of these 
deaths were due to a subdural hemorrhage, 49 
per cent. This was caused by a tearing of the 
tentorium, with a history of instrumental deliv- 
ery or maturity of the mother. In the normal 
course of labor the head, if given a certain 
amount of time, can adjust itself to the most 
extreme conditions. If it is compressed in one 
direction it will lengthen in another, due to the 
excess play of the cranial bones in their fibrous 
separation. This results in the long-drawn-out 
heads seen in many long primiparous labors. As 
a rule it is found that the babies with the most 
moulding are in the least danger of cerebral 
hemorrhage. The head can also adjust itself to 
pressure in another way by lessening the blood 
supply and spinal fluid. This, grossly, literally 
contracts the size of the head. 

It is quite true that this group comprising 
practically one-half of all these cases might be 
considered as being due to obstetrical manipula- 
tion but it will be seen that the causes of cere- 
bral hemorrhage mentioned below might be due 
to allowing the labor to run too long. 

The second largest group of deaths was caused 
by subarachnoid hemorrhages, a little over one- 
fourth of the total or 29 per cent. The third 
group of 17 per cent. were due to intraventricu- 
lar hemorrhages. In both of these conditions 
the etiological factors were prematurity and ill. 
ness of the mother during pregnancy. 

Prematurity is a great factor in cerebral 
hemorrhage. Hess estimates that 39 per cent. 
of the deaths in the premature infants under 
his care were due to cerebral hemorrhage. The 
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premature is an unfinished organism. Its skin 
is delicate, its digestive organs are immature, 
and we know that the lungs are often atelectatic. 
What could be more possible than that its blood 
vessels are also delicate and fragile, and unable 
to withstand normal stress that would be no 
hazard to a normal full term mature infant. 
Certainly no one can blame manipulative obstet- 
rics for a cerebral hemorrhage in a premature, 
yet all these deaths are lumped into the grand 
total. 

Illness of the mother during pregnancy seems 
to be more of a factor than we realize. We do 
not know what factors may be involved or what 
organs may be damaged in the various illnesses 
of pregnancy. Sufficient that in many of these 
cases such a history can be illicited. 

The final five per cent. of these infants were 
found to have hemorrhage into the brain sub- 
stance. The etiology here seems to be a long 
labor, or one complicated by various accidents as 
malpresentation of the baby, cord about neck, 
rigid cervix, and prolongation of the interval 
of the time between birth of the head and birth 
of the shoulders. In this condition the mech- 
anism seems to be anything that may cause 
asphyxia. There is an excessive cerebral venous 
congestion with a rise in intercranial pressure. 
This causes a diapedesis from the capillaries. 
Probably this condition is much more common 
than these autopsy findings show, for many of 
these babies recover. We call these cerebral 
edema, but it is hard to visualize when the 
capillaries may give up fluid alone and not some 
small amounts of blood as well. Recently Schrei- 
ber has thought that much of the cerebral 
asphyxia at birth may be due to the various 
narcotics and sedatives now popular in obstetrics. 

The problem of the diagnosis of cerebral 
hemorrhage of the new-born is exceedingly diffi- 
cult. The symptoms may come on at any time 
from immediately after birth to one week. 
Usually the earlier the symptoms the worse the 
prognosis, All have their own ideas of the 
importance of certain symptoms. It has always 
appeared to me that we have three cardinal 
symptoms. These are, in order of their im- 
portance, convulsions, cyanosis and flacidity fol- 
lowed by spasticity. 

The convulsions are the most important. 
These may be bilateral or localized. They most 
often begin with twitching of the mouth or face 
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and then spread over the body, or they may be 
generalized at once. They have a tendency to 
increase to a maximum, ending in death, or 
decrease with recovery of the child. 

The cyanosis may be fleeting attacks at long 
or short intervals or continuous. In the prema- 
ture the attacks are more apt to be at intervals. 
In the full term child they may be continuous 
with grunting, rapid respiration and pouting 
lips. 

At the very beginning and usually for the 
first twelve hours the child is quite flaccid. After 
this it becomes spastic and it is somewhat diffi- 
cult to move the extremities with ease, especially 
during a convulsive period. 

These are the only signs that seem to me to 
be in any way characteristic. Usually all are 
present at some time or other during the course 
of the hemorrhage. There are other signs and 
symptoms that may exist in individual cases, 
but are not so frequent. These may be enu- 
merated as restlessness, anxious expression, fail- 
ure to nurse, adder tongue, shrill cry and fixed 
pupils. These may be seen so often in perfectly 
normal new-borns that they are not of much 
value in diagnosis. Bulging or spongy fonten- 
elle is a suggestive symptom when it is seen, 
but is apt to be of rather late occurrence when 
it is seen at all. 

The differential diagnosis of cerebral hemor- 
rhage rests between other causes of convulsions 
or spasticity in the new-born, and conditions 
that cause asphyxia and cyanosis. Conditions 
causing convulsions or spasticity are cerebral 
edema, types of icterus gravis, sepsis, meningitis 
and tetany of the new-born. Conditions causing 
asphyxia are congenital heart disease, diaphrag- 
matic hernia, atelectasis, thymic hypertrophy and 
adrenal hemorrhage. 

As stated before it is very difficult to tell where 
a severe cerebral edema stops and a mild hemor- 
rhage begins. These children are flaccid and 
may be cyanotic, and even have convulsions, and 
may even die, but autopsy shows no hemorrhage, 
only a very severe edema. The main difference 
is that they begin almost at once and are not 
as severe as in the cerebral hemorrhage. The 
Moro reflex is of help here. It is usually absent 
at once in cerebral edema and returns in a day 
or so, while it is usually present for twenty-four 
to forty-eight hours in cerebral hemorrhage; it 
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then disappears, and does not return until much 
later. 

Icterus gravis may cause both convulsions and 
cyanosis, but here the intense jaundice should 
attract attention. Also the presence of erythro- 
blasts in the blood smear indicates the erythro- 
blastotic type of jaundice. Nuclear icterus gives 
marked cerebral symptoms but fortunately this 
is very rare. 

Sepsis may give convulsions and cyanosis but 
the temperature, gastro-intestinal symptoms, and 
usual entry through the cord enlarges the liver 
and spleen, and indicates the condition. Menin- 
gitis is rare, but does happen. Usually it is 
a little later than cerebral hemorrhage, has gas- 
tro-intestinal symptoms, and shows a progressive 
cerebral involvement. A spinal or cistern punc- 
ture would clear this. Tetany in the new-born 
I have never seen. Cases that answer the de- 
scriptions given which I have seen all have had 
a normal or high Ca. content of the blood. Also 
they recovered without calcium therapy. 

The group of conditions that cause asphyxia 
are very hard to differentiate, as extreme 
asphyxia may in itself cause convulsions. In 
congenital heart disease the heart is frequently 
more rapid and enlarged. Many times there is 
no murmur heard until several days later. 
Atelectasis and diaphragmatic hernia may not be 
diagnosed by ausculation and percussion. I have 
made it a rule to fluoroscope all cases of cyanosis 
in the new-born to rule out these two conditions, 
as well as enlarged thymus, which is rather 


uncommon. An enlarged congenital heart can 


also be confirmed by this means. Adrenal 
hemorrhage is almost too rare to consider. 

In a discussion of the treatment of cerebral 
hemorrhage of the new-born, the first great prob- 
lem is in prophylaxis. How can we keep this 
condition from happening? If we now return 
to our causes in the etiology of cerebral hemor- 
rhage we find that 49 per cent. of studied 
autopsy cases show evidence of traumatic injury. 
There is no doubt that much of this group is 
an obstetrical problem. There is considerable 
evidence to show that conservative obstetrics will 
result in fewer of these injuries in this group. 
The problem of obstetrical procedure is one that 
can be argued long and ardently. Certainly the 
obstetrician is faced with a dilemma. Shall he 
rapidly deliver a child in which the heart tones 


are failing, and who is in danger of asphyxia, 
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running chances of the head failing to accommo- 
date itself to an extra strain, or allow the child 
to be born in an asphyxiated condition, and have 
hemorrhage result from this cause alone? 

Frankly I believe that he is justified in a 
rapid delivery. His position here rests on edu- 
cating the public, and reeducating some of our 
more loquacious commentators on medical pro- 
cedures that in such a condition the results may 
be as bad in one case as the other. It is such a 
common practice to question the mother of an 
idiotic or spastic child as to the type of delivery, 
and a knowing smile, or at least a raising of the 
eyebrows, always greets the statement that the 
delivery was instrumental. It is well known that 
about two per cent. of children are born defec- 
tive mentally, and no one has yet shown that all 
of these conditions can be blamed on obstetrical 
procedures, 

It would, no doubt, be beneficial if all babies 
could be born in ideal hospitals and delivered 
by certified obstetricians, but that time is far in 
the future. For a great many years to come the 
general practitioner will deliver the majority of 
our future generations and there is no reason 
that if the general practitioner gives a moderate 
amount of time to a delivery, and does not force 
the issue before nature’s allotted time, that the 
results will not be uniformly good. 

Looking further into our causes of cerebral 
hemorrhage we find that the remaining 51 per 
cent. or a little more than half do not have an 
obstetrical injury background at all. Here the 
principal causes appear to be just two: prema- 
turity, and illness of the mother during preg- 
nancy. 

The premature, besides being likely to suc- 
cumb shortly after birth from a variety of causes 
due to its delicate organization, is a heavy eco- 
nomic loss to raise, ‘The time is past when labor 
is induced early to deliver a premature infant 
and then turn it over to the pediatrician to raise, 
We do know that there are too many hazards to 
overcome. Everything should be done to over- 
come the chances of a premature labor, and in 
this the health of the mother is the greatest 
factor. 

The problem from an obstetrical standpoint is 
much more important during the stages of preg- 
nancy than in the actual delivery. Every mother 
should have the benefit of a thorough physical 


and pelvic examination. All minor defects that 
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might interfere with a successful labor can be 
successfully corrected at this time. Teeth can 
be filled and cared for, points of infection may 
be eliminated, and more serious conditions 
watched. This applies particularly to hyperthy- 
roidism, heart disease, and poor functioning 
kidneys. A routine blood examination will 
eliminate danger of anemia or syphilis. The diet 
can be checked and a good nutritious diet, rich 
in salts and vitamins, ordered. Most of all the 
prospective mother should be watched continu- 
ally during pregnancy. 

The problem of diet and vitamins has been 
so unfortunately stressed by commercial organ- 
izations that the medical man is, perhaps, quite 
discouraged by the mass of propaganda de- 
veloped. However, there may be more to this 
than we are aware. About two years ago we 
happened to estimate the blood vitamin C on a 
new-born suffering from cerebral hemorrhage. 
To our amazement it was found to be 0.46 mg. 
per cent. Since this time we have estimated the 
blood vitamin C consistently on all of our chil- 
dren suffering from cerebral hemorrhage and 
have found it to be low in every incidence. The 
highest we have ever found was 0.56 mg. per 
cent., which is 0.24 mg. per cent. lower than the 
average of the normal new-born. The blood 
vitamin © value of the new-born is directly in- 
fluenced by the blood vitamin C value of the 
mother, and in every incidence of cerebral hem- 
orrhage, the mother likewise had a low blood 
vitamin C value. We do not feel justified in 
making the statement that this may be a cause 
of cerebral hemorrhage, but we do feel that it 
might have some bearing on the condition of the 
child at birth. Could not a low blood vitamin 
C be a factor in the fragility of the cerebral 
capillaries if any extra strain was put on the 
system ? 

It is so easy to take care of the vitamin C 
blood quantity in the new-born. In the groups 
of mothers that we have studied, it was found 
that one orange a day would keep the mother’s 
blood vitamin © up to an average of 1.88 mg, 
per cent., and even one orange a week will keep 
it at 0.72 mg. per cent. Mothers on a diet of 
barley any citrus fruits at all had an average of 
(.54 mg. per cent. As stated before, the mother’s 
blood vitamin C will influence the amount of 
her infant’s vitamin C and all that is necessary 
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to give an optimum value is to give citrus fruits 
in the diet of the mother. 

Finally we come to the treatment of the actual 
infant with cerebral hemorrhage. Some clinics 
regularly give every infant born with a hard 
labor or instrumental delivery whole blood intra- 
muscularly. lt seems to me that this is un- 
necessary. Studies which we have made show 
that small quantities of either father’s or 
mother’s blood injected intramuscularly have no 
effect on the coagulation time of the infants as 
shown by any clinical or laboratory means at 
our command. In fact they rather increase the 
time of coagulation of the infant’s blood. Fur- 
thermore, to expect any effect from intramus- 
cular blood injections at all we would have to 
assume that cerebral hemorrhage is on the basis 
of a hemorrhagic disease, or a clotting dysfunc- 
tion. Nearly everyone admits that there is no 
evidence to support this. We have been making 
estimations of coagulation functions on babies 
with cerebral hemorrhage for years, and have 
never found any to be in a hemorrhagic state. 

The same thought holds true in babies with 
actual cerebral hemorrhage. True, on the pos- 
sibility that this may be the one unusual time 
that there is a hemorrhagic factor, the bleeding 
and coagulation times should be estimated. If 
they are increased, well and good, then you may 
give an injection of blood, but I do not believe 
it is justified otherwise. The argument is put 
forth that it will do no harm. 1 am not so sure. 


As we have said, there is some evidence that in- 


tramuscular injections of parent’s blood may 
lengthen the coagulation time. This would be 
disastrous to a bleeding vessel that has already 
ruptured, Moreover, it results in manipulation 
of the baby that might further endanger the 
flow of blood, and lastly it has a tendency to 
raise the temperature. This always bothers me 
as to a prognosis factor. Babies with a hemor- 
rhage over the cerebellum will frequently show 
a hyperpyrexia, and this is a bad sign. I do not 
know when a baby has received blood whether 
the temperature rise is due to the blood or the 
location of the hemorrhage. 

After a ten-year period of trying the various 
methods advocated for the treatment of cerebral 
hemorrhage we have finally decided that the less 
we manipulate the baby the better. I do not 
feel that I can tell where a severe cerebral edema 


begins and a mild hemorrhage starts: so all babies 
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exhibiting signs of cerebral irritation at birth 
are placed in a bassinet, with the head at an 
angle of 30 degrees, and not disturbed except for 
changing and feeding for from forty-eight to 
seventy-two hours; if by this time the symptoms 
have subsided, they are then sent to breast. 

In an obvious cerebral hemorrhage this treat- 
ment is continued as long as necessary. The 
baby is kept from any unnecessary manipulation. 
They are fed by bottle, as much as they will take 
without forcing, at four-hour intervals. I do 
not believe the food is of much importance as 
long as it is easily assimilated. I used to give 
injections of ten per cent. glucose subcuta- 
neously, but have decided that five per cent. 
glucose by mouth is just as efficient. This is 
easily assimilated, keeps the baby from becoming 
dehydrated, and, theoretically, should help to re- 
duce the cerebral edema present, 

I have also given up spinal punctures, and 
cistern punctures as a means of either diagnosis 
or treatment. Spinal puncture in the new-born 
is quite difficult without the admixture of trau- 
matic blood, and cistern puncture is too danger- 
ous. It is doubtful if the presence of blood in 
the spinal fluid is of any clinical significance. 
Hines Roberts found blood in the spinal fluid 
of sixty infants within three days of birth and 
in only twenty-six of these was there any clinical 
evidence of some cerebral pathology. Twelve of 
this latter group died, but in al) the remainder 
there was no evidence of any injury at all, and 
they remained quite well. Some advocate a 
spinal puncture during an active case to remove 
pressure. It has always seemed to me that by 
the time diagnosis was made, the damage had 
been done and any extra manipulation made 
simply increased the tendency to bleeding. 

As to the symptoms that may arise, it is some- 
times advocated that spinal puncture will help 
the convulsions, I have never found this to be 
the case. The same is true of narcotics and seda- 
tives. It has never seemed to me that they had 
any real effect on the convulsions. Oxygen or 
five per cent. carbon dioxide and oxygen are 
helpful for the cyanosis. This may be given 
continuously during the cyanotic attack, and at 
fifteen minute intervals of each hour during the 
active stages. For stimulation 1 to 1000 adren- 
alin subcutaneously, in amounts of five to ten 
minims may be given as necessary. The prin- 
cipal thing is to keep the baby warm and quiet, 
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and to handle him as little as possible. By the 


time the diagnosis is made the damage has 
already been done and healing can best be helped 


by rest and no manipulation, 
952 N. Michigan Avenue. 
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AUTOPSY FINDINGS IN 126 CASES OF CEREBRAL 
HEMORRHAGE 
(Craig 1938) 
Lesion No. % Cause of Lesion 
Subdural hemorrhage 62 “9 Tearing of tentorium. 
Maturity of infant, and instru- 
mental delivery. 


Subarachnoid 36 29 Prematurity, and illness of 
mother during pregnancy. 
Intraventricular 22 17 Prematurity of infant, and ill- 


ness of mother. 
Hemorrhage into brain 


substance 6 5 Long labor with mother at 
end of reproductive period. 


Usually a large first-born. 

Dr. Clifford Grulee, Evanston: Dr. Sanford’s ideas 
represent what I have thought for a long time. I 
simply want to say that there are two cases that stand 
out in my memory that show the difficulty of making 
the diagnosis of cerebral hemorrhage. One was some 
years ago—to be exact about seventeen. The child 
was twenty-four hours old, the son of a doctor, his 
first born. There were three other doctors besides 
myself there. The child was having convulsions re- 
peatedly, and twitchings, and he was quite blue. We 
all agreed that he had had an intracranial hemorrhage 
but the dispute between us was that the rest of them 
wanted to do a lumbar puncture and I held out against 
it. I was probably more stubborn than the rest because 
we did not do a puncture. The other day I asked the 
father about the boy. The boy is about to graduate 
from an academy. He had one convulsion at the age 
of three or four during an acute febrile disturbance. 
I asked about any mental deficiency and the father 
said that the boy is not very good in mathematics but 
he felt this was inherited. 

The second case was seen at Wesley Hospital. This 
was an only child with unilateral sweating and was 
three days old. This second child was having con- 
vulsions right along. I could not find anything wrong 
and I made a diagnosis of hemorrhage and predicted 
it would not live for twenty-four hours. That child 
died. We got a complete autopsy and to my chagrin 
the only thing we found was a congenital heart lesion. 
There was not a sign of any intracranial hemorrhage. 
Naturally, with such experiences as that, I am humble 
when it comes to the diagnosis of this condition. 





Thank God we live in a country where the only 
dictators men tolerate are the ones they marry !— 
Foreign Service. 
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DIABETES AND SURGERY 
Watrer W. Voter, M.D., F.A.C.S. 


From the St. Joseph’s Hospital 


Chicago 
With the thought that we learn best from our 


less favorable results, the author has decided to 


publish the following case and discuss the prob- 


lem of diabetes and surgery. It is a case in 


which the patient was not saved, despite the 
cooperation of surgeon, internist and roentgen- 


ologist. The case history was as follows: 


The patient, a male aged fifty-four years, was known 
as a latent diabetic because of the occasional finding 
of sugar in the urine, A furuncle appeared on the 
back of his neck and he tried to remove it by squeez- 
ing it out and succeeded only in spreading the inflam- 
mation. Finally, after long delay, he came to the 
hospital with a woody phlegmon that covered the whole 
neck. Upon admission to the hospital his temperature 
was 103° F., and the white blood cell count 34,500 
with a differential count showing 71 per cent. stabs 
and 8 per cent. juveniles; urine showed a sugar of 4+ 
and the blood sugar was 86 mg. per 100 cc. of blood. 

An x-ray treatment was given to the neck in the 
hope of localizing the inflammation without success, as 
the inflammation had advanced considerably by the next 
day. An internist was called in who put the patient 
on a diet and treated him with insulin to forestall 
a coma. Then a deep incision, made across the middle 
of the hard swelling, opened up numerous small ab- 
scesses; the tissue was fairly honeycombed with them 
and many of these abscesses remained unopened above 
and below the incision. No necrotic tissue was re- 
moved because the bleeding was already rather pro- 
fuse. The deep wound was dusted with charcoal pow- 
der to absorb the secretion and reverse the lymph 
stream, 

The patient stood this treatment very well. His 
blood sugar fell on the second day after operation, 
with the aid of diet and insulin, to 71 mg. per 100 cc., 
and there was no sugar in the urine. On the third 
day after operation the urine was still free of sugar 
but the blood sugar was up to 222 mg. per 100 cc., 
and the blood count revealed leukocytes 29,000 with 5 
per cent. juveniles, 20 per cent. stabs and 52 per cent. 
segmented cells, a total of 77 per cent. neutrophils. In 
the meantime the patient had had several roentgen 
treatments and antistaphylococcus serum had been given 
daily. The wound itself was treated with urea, with 
which the writer had had good success in cases of 
abscesses, the urea digesting the necrotic tissue and 
so withdrawing food supply from the bacteria. In pre- 
vious cases so treated the wound cleared up in three 
days and healed quickly thereafter. 

In this case, however, the urea had no visible effect, 
nor did enzymol. The inflammation advanced un- 
checked in every direction, reaching anteriorly as far 
as the sternocleidomastoid and down as far as the tip 
of the shoulder blade. At the same time a softening 
set in in the neck area of the phlegmon. There was 
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no more sugar in the urine, but the blood sugar re- 
mained at the high point of 200 mg. per 100 cc.; the 


leukocyte count remained about 29,000 with 80 per cent. 
neutrophils. 


A large area of the phlegmon having become soft, 
the abscess was opened under ether and drained. This 


was done eleven days after the first operation and 
after repeated x-ray treatments which had not arrested 


the infection. The patient’s general condition was poor, 


notwithstanding the satisfactory leukocyte count. Two 
days after this second operation a blood transfusion was 
given, but the patient failed to respond to this and 
expired on the same day. 

In studying the progress of the disease, it 
strikes one that the patient showed a strong 
reaction against the infection with a tempera- 
ture of 103°F., a leukocyte count of 34,500 and 
70 per cent. neutrophils. Opposed to this was 
the blood sugar of 286 mg. per 100 cc. and a 
4+ sugar in the urine. Following the first 
operation (deep incision) and heavy insulin 
dosage, together with special diet, the blood 
sugar went down to 71 mg. and there was no 
more sugar in the urine; the leukocyte count 
remained about 30,000 with 80 per cent. neu- 
trophils. This showed plainly that a sufficient 
drainage of the. toxins did not result from the 
incision and absorption by means of the char- 
coal. On the third day after operation the blood 
sugar rose to 222 mg. per 100 ce. of blood, and, 
in spite of insulin and heavy insulin dosage, it 
persisted at that point. There had been no 
success in making the sugar serviceable to the 
body, which left the body cells defenseless 
against the infection. Therefore, it became clear 
that it was necessary to draw off the toxins in 
some way. Attempts to do so with urea and 
enzymol proved futile. The inflammation ad- 
vanced unabated. It was evident that the en- 
tire hard mass of tissue should have been ex- 
tirpated like a tumor, as shall be emphasized 
later, but at the time such procedure seemed 
to be excessive and recourse was made to means 
that were evidently inadequate. The author 
would, in similar cases, advocate the radical 
operation, following prior copious blood trans- 
fusion to supply healthy leukocytes, together 
with heavy insulin dosage. 

The x-ray treatments did cause the hard parts 
to soften, but proved ineffectual in checking the 
progress of the disease. Only radical extirpa- 
tion of all the necrotic tissue could have done 
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that. Plastic surgery could have taken care of 
the disfigurement later on. 

In considering the problem of diabetes and 
surgery, one should distinguish, first of all, be- 
tween affections that develop independently of 
diabetes, such as appendicitis or a wound, and 
diseases that are caused by diabetes, namely dia- 
betic gangrene and infection (carbuncles, phleg- 
mons accompanied with cellular necrosis and 
general infection). 

Diabetes consists essentially in a disturbance 
of the balance between adrenalin and insulin. 
Adrenalin mobilizes glycogen from the liver; 
insulin checks the glycogen secretion and builds 
up the sugar into glycogen. In diabetes the in- 
sulin is more or less lacking so that the cells 
cannot oxidize the carbohydrates. The body 
must, therefore, attack its fat reserves but, under 
the circumstances, the fat is not properly broken 
down. Ketones develop, producing acidosis, 
although the condition is really a diminution of 
the alkali reserves. Ketosis implies cell lesions 
and these appear especially in the circulatory 
system. Diabetic coma may be the outcome. 

It is to be noted that the precomatose con- 
dition often shows symptoms similar to those of 
peritonitis, and diagnostic errors are likely. 

The author not long ago had a female patient 
in whom a diagnosis of carcinoma had been 
made because of pains in the region of the 
stomach associated with considerable loss of 
weight. Acetonic odor made the proper diag- 
nosis comparatively easy and on improving the 
diabetic condition the stomach trouble and loss 
of weight ceased. Therefore, it seems important 
to keep in mind such abdominal trouble as a 
precomatose condition. 

When a diabetic patient is prepared for an 
operation which is not an emergency, the case 
is simple enough. However, when the operation 
is urgent, there is the danger of coma which 
may set in unexpectedly and escape notice when, 
for example, a septic toxic condition disguises 
it. In cases where the urine contains sugar, a 
blood sugar test should be made and heavy doses 
of insulin and glucose given, and in two to three 
hours the operation can proceed without great 
risk, 

Operation increases the involvement of the 
metabolic condition, especially when there is the 
question of a suppurative or inflammatory dis- 
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ease. When such disease is present the demand 
for insulin is more pronounced. When the in- 
fection has gone down less insulin is needed. 
The purpose of this insulin treatment is less to 
remove the sugar from the urine than it is to 
convert the sugar for the benefit of the organism. 
A too rapid withdrawal of carbohydrates in- 
creases the danger of acidosis in consequence of 
the imperfect oxidation of fats. 

If there is time to prepare the patient for 
operation, it is possible to give him copious 
carbohydrates under the protection of the insulin. 
At the same time fats shouuld be reduced, for 
they are the source of the ketones. Here, as 
well as later, the surgeon should work hand in 
hand with the internist whose place it is to 
supply the aftercare. Incidentally it is to be 
remembered that the diabetic, dehydrated body 
attracts water greedily and this is harmful, 
insofar as edematous tissues cause slack granu- 
lation and thus retard the healing process of 
the wound. Edematous tissue is also more sus- 
ceptible to infection. 

A further point to note is the possibility of 
hypoglycemia under insulin treatment. The 
symptoms here are so manifold that a diagnosis 
is not easy, especially if the hypoglycemia fol- 
lows coma. 

It must be remembered that, in spite of insulin 
treatment, a diabetic metabolism is never nor- 
mal and for that reason the greatest caution is 
advised before proceeding to operate. 

In considering diabetic gangrene, it must be 
noted that diabetes consists essentially in a 
depression of cellular vitality due to the diabetes 
and arteriosclerosis and sometimes complicated 
by thrombosis. The arteriosclerosis leads to a 
narrowing of the arteries and with it to a 
diminished blood supply to the cell. If throm- 
bosis sets in or if there is vascular closure, gan- 
grene ensues. Gangrene appears at an earlier 
age in life in the case of the diabetic than in 
the case of the arteriosclerotic, because the dia- 
betic cell as such has less power of resistance, 
due to its altered chemistry. 

In diabetic gangrene, what is the course to 
pursue? This depends on whether it is a dry 
or moist gangrene. In the case of a dry gan- 
grene, as for example a black toe, immediate 
amputation would not be indicated, as necrosis 
of the wound would follow. In such a case the 
line of demarcation would have to be awaited 
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and attempts to prevent infection instituted. 
The development of a moist gangrene must be 
forestalled by the use of some absorbent powder, 
such as xeroform. Moist dressings harm the 
already weakened cells and induce moist gan- 
grene. 

If the line of demarcation is clear, a less 
extensive operation, such as the amputation of 
a protruding bone, can help to correct the 
stump. A more prolonged surgical procedure 
must be avoided. Even if the gangrene is moist 
and, therefore, infectious, operation can still be 
postponed safely by the use of insulin and ab- 
sorbent treatment with careful observation of 
the affected limb which is kept at complete rest. 
A gypsum cast is the best means of obtaining 
absolute rest. The battle to save the limb may 
then begin. Immediate amputation is not 
necessary so long as the pulse of the posterior 
tibial artery remains, but the infection must be 
checked by means of wide incisions and the cells 
must be supported with insulin and proper 
diet. The incisions must leave no pockets but 
must ruthlessly bare all fistulae and remove all 
dead tissue. Should the inflammation progress 
there is no choice but to amputate. The ampu- 
tation should be high, preferably above the knee, 
and should be done with a plain circular cut. 
The wound must be regarded as infected and 
must be left open. The soft parts can be kept 
from slipping back and forming a conical stump 
by means of traction by strips of adhesive tape. 
General anesthesia is advisable so as to avoid 
the mental shock of the amputation. Evipal and 
pernocton act harmfully on the liver so are to 
be used with care. Ether is not without its bad 
reactions, as acetone may ensue. Nitrous oxide 
narcosis seems to give the best results, as there 
is no postoperative vomiting, and hunger and 
vomiting would favor acetonuria. 

The aftercare of these cases is the task of the 
internist. Only in this way can the development 
of a new gangrene be prevented. The least 
symptoms of dullness in the limbs, pains in the 
calves or limping must be noted. Pressure of 
a shoe or garters must be avoided. Where 
necessary vasodilator medication, suction ap- 
paratus with negative pressure and sympathec- 
tomy should be employed. 

Diabetic patients are often attacked with in- 
fections such as carbuncles and phlegmons. 
These show a ready tendency toward malignancy 


WALTER W. VOIGT 169 


and progression. The body has little power of 
resistance, the vitality of the cells is diminished, 
and added to this there is depressed phagocy- 
tosis. 

The quantitative conditions of the blood have 
been most minutely investigated, both in health 
and disease. The proportionate count of the 
white blood cells is important and warrants cer- 
tain conclusions as to disease and its prognosis. 
Now, however, the Nigeli school justly empha- 
sizes the importance of the qualitative and mor- 
phological changes in the blood. Their researches 
disclose that the pathological structure of the 
granulocytes is essentially completed in the cir- 
culating blood. It is plain, therefore, that the 
gravity of the changes is an index of the severity 
of harm done in the blood periphery, whereas 
the numerical values are more closely related to 
the source from which the blood cells take their 
origin. The extent of the changes in the white 
blood cells depends quite definitely upon the ex- 
tent of the resorbent area of the inflammation. 
As stated previously, it is a matter of toxic 
changes in the white cells caused by resorbed 
substances in the periphery. The changes affect 
the nuclei and the granulation. In cases of 
Arneth’s “shifting to the left,” it is not only the 
juvenile immature neutrophils which are con- 
cerned, but also damaged mature cells. The 
toxic reaction causes changes in the nucleus, the 
protoplasm and in the granulation of the neu- 
trophils. 

The characteristic of the toxically damaged 
nucleus is nuclear pyknosis. The pyknotic nu- 
cleus shows several nuclear particles massed 
together in the center of the cell. Nevertheless, 
there need be no substantial change in the seg- 
mentation of the nucleus. The protoplasm 
shows an increased number of basophils under 
pathologic conditions as its characteristic evi- 
dence of toxic injury. The fine neutrophils 
show decided changes under pathological con- 
ditions; they appear as gross, plump granules 
of unequal size and have a decided basophilia; 
often, too, there are vacuoles in the protoplasm. 

In the case under discussion there was to the 
very last a more than favorable number of leu- 
kocytes present, quantitatively speaking, and the 
share of neutrophils was normal to the last, but 
these cells were poor in phagocytosis and quali- 
tatively altered. This explains to the author the 
patient’s low resistence against the infection, in 
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spite of the fact that the urine had been ren- 
dered sugar free. 

Thus, every infectious process constitutes a 
great danger to a diabetic. With his resistance 
quite low against pyogenic bacteria, the local 
infection as well as necrosis and general infec- 
tion make rapid progress. A vicious circle thus 
arises, in which the metabolic condition becomes 
worse and this in turn favors infection. 

Cases of the type reported herein should be 
submitted to the cooperative treatment of the 
internist and surgeon at an early stage. At the 
same time, it should never be forgotten that 
external indications of the extent of the infec- 
tion are deceptive. Reaction on the infection 
is slight so that the indications of inflamma- 
tion, such as redness, swelling, fever and pain 
are absent. Because of this an apparently su- 
perficial furuncle on the back of the neck may 
in reality have pus fistulae into the spinous pro- 
cesses of the vertebrae and the phlegmon may 
have spread far up under the scalp. 

As long as the infectious process has no 
external outlet, as long as any cavities remain 
from which toxins can be absorbed, a great 
quantity of insulin is required and the sugar in 
the blood will remain high. Upon wide external 
drainage the need of insulin is considerably 
lessened. At this point the surgeon and internist 
are liable to differ decidedly as to the proper 
steps to follow: the internist will consider it 
his duty to improve the metabolism, but that 
can do no good unless the pus center is laid well 
open. 

What is to be done? A non-diabetic carbuncle 
can be treated conservatively; a diabetic car- 
buncle cannot. The necrotic focus must be re- 
moved as soon as possible. Thereafter the 
patient makes a rapid recovery, in spite of the 
severe treatment, because the insulin can now 
take its full effect. Incision is made preferably 
with the radio knife; this keeps the loss of blood 
and the traumatic shock down. 

SUMMARY 

In cases of gangrene, whether dry or moist, 
insulin treatment has not had great success be- 
cause in such cases it is not the diabetic dis- 
turbance of the metabolism which plays the 
important réle, but rather arteriosclerosis and 
thrombosis. The cases are rare in which diabetes 
is the chief factor and, in these, insulin is of the 
greatest value. 
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On the other hand, insulin is a very import- 
ant step forward in infectious processes of every 
kind, combined with blood transfusion and 
radical surgical treatment of the focus of infec- 
tion. 

It is self-evident that the disturbances in the 
metabolism have to be combated with insulin 
and diet also in cases of gangrene. 

6633 Sheridan Road 
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SUDDEN DEATH: ANATOMIC FINDINGS 


B. Markowitz, M. D. 
BLOOMINGTON, ILL. 


Sudden death in an apparently healthy indi- 
vidual or unexpected death in an individual 
known to be chronically ill, is always a spectacu- 
lar phenomenon; it raises many medical and 
legal problems. The primary medical problem 
is easily solved if sufficient anatomical changes 
are found which justify a cause for sudden 
death. There are instances, however, in which 
a properly performed and well done autopsy fails 
to reveal such anatomical justification; this is 
especially true in infants. Yet testimony is 
constantly being given by physicians and lay 
coroners who have little or no information on 
the subject. The primary legal problem depends 
entirely upon the medical findings. First, is 
death due to so-called “natural causes” or is 
death due to violence? Secondly, if due to vio- 
lence, is it murder or suicide? No mention is 
made in this writing of death explained by 
chemical and toxicological examinations. Assum- 
ing that these examinations have ruled out 
poisoning we will concern ourselves only with 
the anatomical findings in cases of sudden death 
of questionable origin. 

Probably the most common anatomical find- 
ings in these cases refer to the heart. Acute 
heart failure presents extreme dilatation of the 
heart. There are, however, other associated 
changes which indicate that while death was 
sudden the disease was long-standing. Valvular 
disease is very often found in sudden heart fail- 
ure in which there is marked dilatation, espe- 
cially of the right side. Just as frequently we 
find hypertrophy of the left ventricle with 
rounded apex indicating chronic hypertensive 
disease. Besides dilatation there are always 
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degenerative changes in the heart muscle. The 
myocardium is described as pale, friable and, 
microscopically, fibrous changes are noted. In 
some cases of acute heart failure there is an 
additional finding of marked pulmonary edema. 

Coronary changes are of extreme importance 
in cases of sudden heart death. If definite 
thrombosis in the main arteries is found or for 
any other reason the coronary artery is com- 
pletely occluded, the cause is easily explained. 
Occasionally numerous small thrombi which do 
not occlude the main arteries are found only by 
microscopic examination occluding the very 
small branches. In these cases, as described by 
Plaut and Kramer,’ there is wide spread myo- 
malacia in face of intact and unobstructed large 
coronary branches while the small branches are 
severely hyalinized. There are coronary arterial 
changes however such as calcified and atheroma- 
tous plaques which cause narrowing of the lumen 
but no occlusion; in these cases it is difficult to 
give an anatomical cause for sudden death. True 
enough we accept the explanation that in such 
cases a spasm? of the coronary vessel occurs 
manifesting the clinical syndrome of angina 
pectoris, but anatomically it cannot very well 
be proved. Jaffe* has repeatedly demonstrated 
however, that extensive myomalacia and myocar- 
dial scarring may result from sclerosis of the 
coronary arteries without complete occlusion. 
His explanation is that any disproportion be- 
tween demand and actual supply in blood may 
be the cause of grave impairment to the heart 
muscle. Examination in these instances fails to 
disclose sufficient arterial change to account for 
the extensive myocardial damage. The explana- 
tion given is based on a functional disturbance 
in which angiospastic attacks occur in the ar- 
terioles with temporary but complete stoppage 
of the capillary circulation. While accepting 
this explanation as a possibility we must also 
keep in mind that in routine postmortem exami- 
nations in cases of malignancy, chronic wasting 
and a multitude of other diseases in which linger- 
ing death occurs, higher grades of coronary 
sclerosis may be found than in those given as 
causes of sudden death. There are, of course, 
cases in which atheromatosis is so severe in the 
coronary arteries as to produce complete occlu- 
sion of the lumen. In other cases, particularly 
in syphilis, the coronary arteries are but little 
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involved, but the aorta is puckered to such a 
marked degree that it may produce sudden death 
by occlusion of the mouth of the coronary. 
Syphilis as an entity may be blamed for sudden 
death in other instances such as rupture of the 
aorta or cerebral vessel through a syphilitic 
aortitis or rupture of a syphilitic aneurysm. 
Aneurysm is one of the most common complica- 
tions of syphilitic aortitis, especially in negroes 
in whom it is found twice as common as in the 
white race. 

Next to the heart, the brain is probably the 
most frequent seat of anatomical changes which 
produce sudden death. Rupture of one of the 
basilar cerebral arteries with large hemorrhages 
into the cranial cavity are common causes. Such 
ruptures can often be explained on a basis of 
hypertension sometimes associated with arterio- 
sclerosis. Similar cerebral accidents are found 
secondary to ruptured aneurysms of cerebral 
vessels. Such aneurysms are most frequently 
found in the anterior communicating and middle 
cerebral arteries. They may be congenital, may 
be due to atheromatosis or syphilis, or may be 
of mycotic embolic origin. Occasionally we find 
a sudden hemorrhage into a brain tumor. 

Sudden deaths due to pulmonary disturbances 
or edema of the larynx are quite often encoun- 
tered but rarely without history of some pre- 
vious disease. Pulmonary embolism, a very 
definite anatomical finding in explaining sudden 
death, usually follows some operative procedure, 
or history of thrombophlebitis, especially of the 
pelvic and femoral veins. Shennan‘ reports that 
in eighty per cent. of the cases the embolus is a 
detached portion of a thrombus originating in 
veins (most frequently varicose) of the lower 
extremities. The fat embolism following frac- 
ture may cause sudden death, sometimes occur- 
ring many hours after the patient is in appar- 
ently good condition. It is questionable whether 
air embolism which is so often feared, is ever a 
cause of sudden death. In the face of laryngeal 
infections, especially diphtheria, edema of the 
larynx can often be demonstrated at postmortem. 
In all cases of pulmonary and laryngeal deaths, 
therefore, the history of the antecedant illness 
is of extreme importance. 

In cases of shock, whether anaphylactic or 
surgical, anatomical evidence of death is difficult 
to demonstrate. Tremendous dilatation of the 
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veins in the splanchnic area may be found but 
no other demonstrable factor to which death can 
be attributed. The mechanism of death is un- 
known; the theoretical explanation of a neuro- 
circulatory disturbance bears some weight in 
view of the minor injuries and even emotional 
distress which may precipitate shock. Bohrad® 
speaks of sudden death in an individual who 
was suddenly apprised of her husband’s death, 
Postmortem examination revealed marked dila- 
tation of the splanchnic vessels but no evidence 
of any acute or chronic ailment. The so-called 
“status lymphaticus” may be a similar neuro- 
circulatory disturbance. There are exceedingly 
few who still insist that an enlarged thymus per 
se is the cause of death. There are some, Sym- 
mers, who believe there is a condition called 
“status lymphaticus” which on slight trauma 
predisposes to sudden death. As expressed by 
Farber," many pathologists believe that there is 
no justification for the diagnosis of status 
lymphaticus and that the cause of death must 
be sought elsewhere in the body. The thymus 
of children found in eases of accidental death is 
often larger than those which are erroneously 
blamed for sudden death. True enough, a child 
with universal hypertrophy of lymph tissue may 
die suddenly but this hypertrophy cannot be 
shown to be the cause of death. It is more likely 
an individual manifestation related to the dis- 
turbance of shock; an expression of a defect of 
some sort which renders the individual more 
susceptible to outside influences. 

Sudden death may occur in an individual 
who has been on a prolonged drinking spree. 
Connor® believes that an alcoholic debauch may 
precipitate an acute and fatal exacerbation in a 
patient who has had cirrhosis of the liver over 
a long period of time. St. George® reports that 
frequently sudden death in an alcoholic may be 
explained mechanically by a particle of food ob- 
structing the larynx and not the alcoholism per 
se. The history in these cases usually indicates 
chronic alcoholism and anatomically the essen- 
tial findings are extreme fatty degeneration of 
the liver with varying degrees of cerebral edema. 
Death is most likely due to hepatic insufficiency. 


In one such instance I found a frank lobar pneu- 
monia which was overlooked because the patient 
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was treated for delirium tremens and all his 
symptoms were attributed to alcoholism. 


CONCLUSION 


The anatomical findings which determine the 
exact cause of sudden death are often difficult to 
demonstrate. At all events a complete post- 


mortem examination, together with a medical 
history and physical examination, is absolutely 


essential. In addition it is often necessary to 
rely upon bacteriologic and toxicological exami- 
nations in order to justify a definite statement 


as to the cause of death. Apparently the medi- 


cal profession does not realize the difficulties 


encountered and has allowed the legal layman 
and the family physician to dominate the inves- 


tigation of causes of sudden death. Such cases 
are every day legally investigated by incompe- 
tent men who render decisions without competent 


postmortem examinations; in many instances 
without a necropsy of any kind. 
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COLLOIDAL MERCURY SULPHIDE AND 
WASSERMANN FASTNESS 
S. J. Zaxon, M. D., and M. A. Jacosson, M. D. 
CHICAGO 


“Mercury was applied to the treatment of 
syphilis almost as soon as the disease appeared 
in Europe, Since then it has retained its posi- 
tion subject to divers changes of fashion, being 


sometimes exalted, at other times decried, but 


generally regaining favor on account of its own 
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virtues, as well as by the failure of rival reme- 
dies.”—Alfred Fournier. 

Seroresistant syphilis, more particularly in 
young people, has become a serious problem for 
individuals desiring marriage licenses in accord- 
ance with the Saltiel Law of the State of Illi- 
nois. The provisions of this law make it com- 
pulsory for the Clerk of the Court to refuse a 
marriage license to any individual having a posi- 
tive complement fixation test (Wassermann re- 
action) or a positive flocculation test (Kahn re- 
action) for syphilis. The present law applies 
to all individuals, having positive serologic tests, 
regardless of infectivity or the amount of pre- 
vious antisyphilitic therapy with acceptable 
drugs. In all probability, the, present Saltiel 
Law will soon be amended so as to overcome 
the unscientific provisions. 

Many of our clinic patients have been refused 
marriage licenses, due to their positive Wasser- 
mann and Kahn reactions, even though they had 
received two or more years of adequate treat- 
ment with neoarsphenamine, bismuth and mer- 
cury. The existent situation has initiated our 
search for a suitable drug which might aid in 
changing a persistent positive serologic reaction 
to negative. 

In reviewing the vast scientific and clinical lit- 
erature on seroresistant syphilis, we are im- 
pressed by the number of reports revealing the 
value of colloidal mercury-Hille, (accepted by 
the Council on New and Non-official Remedies, 
American Medical Association) in altering per- 
sistent serologic reactions to negative. 

Lawless? states that “The serologic results 
show an ability of this therapy (HgS) to alter 
the Wassermann reaction in a sizeable percent- 
age of cases immediately after termination of 
treatment and in a slightly greater percentage 
a month or more later” (thirty to forty-three 
per cent). Freeman, Taylor and White? state 
“that colloidal mercury sulphide-Hille is a po- 
tent antisyphilitic in late syphilis, particularly 
in latent and so-called Wassermann-fast cases ; 
and is unusually efficacious in rendering the 
Wasserman negative.” Similar statements were 
published by Wakerlin*, Duboist, Pugh®, Blech® 
and Gennerich’?, who administered colloidal 
mercury-Hille intravenously, and obtained excel- 
lent results. 

Furthermore, Stokes® states: “Colloidal mer- 


eurial preparations are deserving of further ther- 
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apeutic and chemical study and an effort should 
be made, either through them or through some 
other aspect of the pharmaceutical chemistry of 
mercurial compounds to develop a really satis- 
factory mercurial preparation for intramuscular 
and intravenous administration.” 

Moore and Padget® define seroresistance in 
early syphilis as that form of the disease in 
which the result of the serologic tests for syph- 
ilis remains positive after six months of con- 
tinuous therapy, and seroresistance in late syph- 
ilis (i.e., syphilis older than four years) as that 
form of the disease in which the result of the 
serologic tests for syhilis remains positive after 
the equivalent of a year of continuous therapy. 
O’Leary’ stresses the importance of the “age” 
factor in considering seroresistance, i.e., the age 
of the patient and the “age” of the syphilis. In 
other words, early latency in a young individual 
is of greater significance than late latency in 
an aged individual. 

However, O'Leary emphasizes the important 
fact that latency in women during the child 
bearing years is a much more serious problem 
than latency in man, since a woman with latent 
syphilis may give birth to a syphilitic child even 
though she were well treated during the early 
stages of the disease. 

We chose twenty women patients who had 
been treated for long, continuous periods with 
courses of neoarsphenamine and bismuth, but 
maintained persistent positive Wassermann and 
Kahn serologic findings. We administered five 
ce. of colloidal mercury-Hille either intravenously 
(median basilic vein) or intramuscularly (but- 
tocks), once a week, eight to fifteen weeks, Hach 
week, the patient submitted a urine specimen 
for routine examination. Following the fifteen- 
week course of therapy, we again checked the 
blood serology. 

During the course of these treatments, we have 
not encountered any untoward effects such as 
pain at the point of the injections, nitritoid 
reactions, albuminuria or signs of mercurialism. 

Our experience in the present studies, as well 
as with thousands of injections of colloidal mer- 
cury-Hille in courses of routine therapy in our 
clinie and private patients, does not reveal a 
single instance of renal toxicity, as judged by 
the presence of albuminuria or casts. 

Occasionally, we, as well as previous investiga- 
tors, have encountered discolorations of the skin 
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at the point of injection when the colloidal mer- 
cury is administered intramuscularly. We have 
no explanation for the occurrence of this find- 
ing. We cannot explain why one patient, receiv- 
ing fifteen intramuscular injections, does not re- 
veal any discoloration, whatsoever, while another 
patient, receiving one injection, may develop dis- 
coloration at the site where the needles pierced 
the epidermis. However, it is our impression 
that patients with flabby buttocks are more prone 
to discoloration than other individuals. 

We have found that with careful technique, 
colloidal mereury-Hille by the intravenous route 
does not produce discoloration of the skin. Oc- 
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casionally, a paravenous injection may result in 
slight discoloration. 

The Table reveals the type of patients, age, 
type of disease, and serologic results obtained 
following the course of therapy with colloidal 
mercury. 

The blood serology of five patients (twenty- 
five per cent. in the described series) were altered 
from positive to negative; and one case revealed 
a doubtful reaction. 


DISCUSSION 
The use of mercury in the treatment of syph- 
ilis began soon after the appearance of the dis- 
ease in Europe. Few drugs, in the history of 
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Patient State of with Neo. Report Before No of Hg. After 
Number Age Syphilis and Bis. Hg. Coll. RX Coll. RX Hg. Coll. Comments 
1 23 Latent 18 mo. 9-13-37 12 5-23-38 
negative negative 
2 30 Latent 2 yrs. 6-20-38 8 10-3-38 
positive negative 
3 37 Latent 3 yrs. 6-20-38 10 10-3-38 
positive positive 
4 38 Latent 11 mo. 6-20-38 11 10-3-38 
positive positive 
5 40 Latent 3 yrs. 5 mo. 3-28-38 16 9-19-38 
doubtful positive 
6 47 Latent 3 yrs. 7 mo. 5-16-38 15 9-26-38 
positive positive 
7 24 Latent 6 mo. 6-20-38 11 10-3-38 
positive negative 
8 26 Congential 4 yrs. 4 mo. 3-21-38 7 10-3-38 
positive positive 
9 19 Latent 1 yr. 6 mo. 5-9-38 12 9-2-38 
positive positive 
10 26 Latent 1 yr. 9 mo. 5-23-38 12 11-14-38 
positive positive 
11 47 Latent 3 yr. 7 mo. 5-23-38 15 10-3-38 
positive positive 
12 36 Latent 6 mo. 6-20-38 11 10-3-38 
positive negative 
13 29 Latent 2 weeks 3-28-38 11 10-24-38 Patient had treatmens at C. C. 
doubtful doubtful H. before coming to our clinic 
14 30 Latent 4 yrs. 11 mo. 2-14-38 15 8-15-38 
positive positive 
15 40 Latent 5 yrs. 11 mo. 6-6-38 8 10-10-38 
positive positive 
16 32 Latent 1 yr. 10 mo. 5-16-38 12 9-11-38 
positive positive 
17 38 Latent 4 yrs. 2-7-38 12 6-20-38 
doubtful positive 
18 20 Latent 2 yrs. 2 mo. 5-16-38 10 8-29-38 Secondary in 1935 — adequately 
positive positive treated 
19 31 Latent 2 yrs. 4 mo. 6-3-38 10 10-10-38 
positive positive 
20 20 Secondary 3 mo. 4-4-38 14 10-17-38 Secondary syphilis in 1937 
doubtful negative 
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medicine, have received such laudation at one 
period, and so much vicious criticism at an- 
other. Undoubtedly, most of the criticism in 
the early days resulted from the manifestations 
of overdosage of the mercurial rather than from 
safe and optimum therapy. Overdosage invar- 
iably resulted in severe stomatitis, gingivitis, 
mercurial eruptions, kidney damage, and some 
fatalities. Hence, it is not surrpising that 
strong prejudice developed against the use of 
mercury as an antisyphilitie drug. 

Lomhoit™t has shown that the blood of a pa- 
tient receiving mercury quickly reaches a point 
of saturation, and this saturation is not increased 
by further administration of greatly increased 
doses of this drug. This finding, as well as the 
experiences gained through hundreds of years 
of mercury therapy, is again bringing suitable 
mercury compounds to their definite place in 
the therapeutic armamentarium as antisphilitic 
drugs. We believe that colloidal mercury-Hille 
deserves a definite place in the treatment of 
syphilis, particularly in latent stages. 

The exact action of mercury in syphilis is not 
known. There are, at the present time, two 
accepted theories: first, that mercury acts di- 
rectly, having action on the spirochaetes ; second, 
that the drug acts indirectly as a “resistance 
builder” by increasing the power of the host’s 
cells to destroy the organisms. 

We wish to call attention to the following: 

Antisyphilitic therapy should not be confined 
to one metal, either as bismuth or mercury, but 
that both metals should be employed if we are 
to obtain the best ultimate results. Our expe- 
rience leads us to consider colloidal mercury- 
Hille as the mercurial of choice, particularly in 
latent syphilis. 

The present day indications for the use of 
mercury in the treatment of syphilis are pre- 
sented in an admirable manner by Levy-Bing’? 
as follows: 

1. In patients with syphilis who are intolerant 
to arsenicals and bismuth. 

2. For an alternate drug in patients pre- 
viously saturated with arsenic and bismuth. 

3. In cases of syphilis resisstant to arsenic and 
bismuth. 

4. In cases of syphilis recurrent after arsenic 
and bismuth. 

5. As an alternate drug in Wassermann-fast 
syphilis. 
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6. For the reinforcement of arsenic and bis- 
muth in all types of syphilis. 

7. In the treatment of ocular syphilis. 

8. In the treatment of visceral syphilis. 

9. In the treatment of central nervous system 
syphilis. 

10. In the treatment of congenital syphilis. 

The above indications clearly reveal the im- 
portance of the use of the proper mercurial in 
antisyphilitic therapy. 

Colloidal mereury sulphide-Hille furnishes an 
ethical product which is potent, safe and effec- 


tive. 
CONCLUSIONS 


1. Colloidal mercury sulphide-Hille is an effec- 
tive anti-syphilitic drug, particularly in latent 
syphilis. 

2. Colloidal mercury sulphide-Hille therapy re- 
sulted in an alteration in the serology from posi- 
tive to negative in twenty-five per cent. of the 
patients in a series of Wassermann-fast cases. 

3. A brief résumé of the value of mercury in 
the treatment of syphilis is presented. 

4, We hope that these studies may stimulate 
further work with the use of mercury in sero- 
resistant syphilis. 
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THE RESULTS OF NEPHROPEXY 
C. F. Lewis, M. D. 
and 
Pau L. Srncer, M. D. 
CHICAGO 


The main purpose of this paper is to add to 
the growing list of successful results following 
operations for nephroptosis, and to help put to 
rest the doubts that still linger in the minds of 


*From the Dept. of Urology, Hillman Hospital, Birming- 
ham, Ala. 
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general practitioners in regard to the efficacy of 
this simple operation. These doubts exist be- 
cause when the operation first became known it 
was used indiscriminately, and too much has 
been expected of it without any care as to the 
proper selection of subjects. 

Movable kidney of itself is asymptomatic and 
remains undiagnosed until some accidental ex- 
amination by deep palpation makes its presence 
felt through abnormally low and sliding posi- 
tion of the kidney. The symptoms only appear 
when the ptosis interferes with the proper func- 
tion of the urinary tract. Asymptomatic neph- 
roptosis is a part of a general visceroptosis oc- 
curring in thin, asthenic individuals, and as 
such is found routinely in from 5 to 15% of all 
women, more often on the right side, and in 0.5 
to 1% of all men. Only a small fraction of this 
number is in need of any corrective surgery, as 
only a small fraction of this total develops symp- 
toms directly referable to the ptosed kidney. But 
in this small group there is a definite place for 
the use of nephropexy. 

When the kidney in its pathologic descent 
drags on the fixed portion of the ureter it causes 
a kinking of the latter and thus interferes with 
the normal drainage of urine down the ureter, 
causing a retention of urine in the renal pelvis 
and that portion of the ureter that lies above 
the obstruction. The sudden stretching of the 
renal pelvis gives rise to a colicky pain of the 
nature of a Dietl’s crisis, which passes off as 
the ailing patient lies down to relieve herself of 
the pain. The horizontal position relieves the 
kink and the urine can drain out. This process 
may be frequently repeated. If the kink is not 
very acute, there is a chronic retention of urine 
in the renal pelvis, which responds by gradual 
dilatation and slowly progressive hydronephro- 
sis. This retained stagnant pelvic urine is a 
good culture medium for bacteria, and the ptotic 
individual is the victim of persistent and recur- 
rent pyelitis. In some measure the greater fre- 
quency of pyelitis in women is partly traceable 
to poor urinary drainage. 

The patient, then, comes to the physician with 
complaints referable to one of the above compli- 
cations, such as pain, pyelitis, cystitis, frequency, 
burning and nocturia, and occasional hematuria. 
Occasionally the general neurasthenia that fol- 
lows the chronic pain and urinary retention with 
mild blood retention of nitrogenous wastes 
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brings the patient under observation. The conse- 
quent medical advice of bed-rest will, of course, 
improve the symptoms because the horizontal 
posture causes straightening of the ureter and 
allows for proper drainage. But the patient can- 
not be permanently bedridden. Hence the sus- 
picion of the presence of ptosis should be fol- 
lowed by a competent urologic checkup. This 
should include the blood urea nitrogen deter- 
mination, cystoscopy, retrograde catheterism 
with determination of the renal pelvic residual, 
and pyelography in the upright position and 
with the ureteral catheters withdrawn to reveal 
the amount of sagging and dye retention that is 
present. 

Pain in itself is not a paramount indication 
for nephropexy. The main index to operability 
is the amount of hydronephrosis present, the 
amount of infection present, and finally, the 
amount of pain that is relieved by the indwell- 
ing ureteral catheter or elevation of the foot of 
the bed. In the presence of considerable hydro- 
nephrosis, infection, and pain, the nephropexy is 
definitely justified and necessary. If not done 
early, the neglected condition would lead to a 
progressively larger hydronephrosis, pyonephro- 
sis, and eventually to a nephrectomy. And in the 
presence of a marked kinking of the ureter, the 
fact that the operation will not relieve the pain 
should not be a deterrent to operation. The pri- 
mary concern of the urologist is preventive, to 
avoid a later necessary nephrectomy. One could 
do away with many of the pelvic plastic opera- 
tions by an early nephropexy. 

One of the most persistent arguments against 
nephropexy has been the appearance of much 
pain some months postoperatively. This pain is 
due to the contracture of the fibrous tissue that 
now invests the kidney following the denudation 
of the renal capsule, and clamps down on the 
organ which is so variable in size depending on 
the vascularity at the time. This inelastic fibrous 
investing sheath prevents the distention of the 
organ with a resulting anginoid pain. The blame 
for this lies not in the operation but in the 
method used. The enthusiastic operator denudes 
too much kidney capsule, following the dictum 
of the early surgeons. Only enough capsule 
should be removed to ensure good adherence, 
and this surface is enough if three square cen- 
timeters of renal surface are exposed. If only 
this little is exposed, there will be no postopera- 
tive nephralgia. 
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A good test of whether surgery will be useful 
in the correction of nephroptosis appears in the 
diagnostic procedure of ureteral catheterism. If 
the release of retained urine from the renal pel- 
vis brings about relief of pain and toxemia for 
a while, then the operation will be successful. 
And, likewise, if the wearing of a tight and well- 
fitting belt offers some relief (and not because of 
the strengthening of the sacro-iliac joint) then, 
again, surgery will be beneficial. 

The type of operation is in itself unimportant. 
Probably the mere lumbar incision and slight 
scarification of the capsule would be sufficient. 
The sutures are merely useful in fixing the kid- 
ney until the adhesion can form. At this clinic 
the practice is of freeing the kidney and ureter 
entirely, incising the capsule along its convex 
border, and apposing the denuded window with 
cat-gut sutures to the lateral body wall after the 
lateral fat is removed. This is augmented by a 
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ribbon cat-gut suture at the lower pole which 
increases the angle of the kidney and facilitates 
the drainage of urine from the renal pelvis. This 
ribbon cat-gut is fixed to the body wall near the 
twelfth rib. Occasionally a fat pad is sutured 
under the lower pole of the kidney to serve as a 
hammock. 

Postoperatively the patient should remain in 
bed with the foot of the bed elevated for ten to 
fourteen days, during which time she must not 
roll on to the well side. The elevation of the foot 
of the bed should be eighteen inches. A tight 
abdominal binder and thick pad under the binder 
on the operated side will help keep the organ 
elevated in the renal fossa until adhesions can 
form. After that the patient may gradually re- 
sume a normal life, but heavy work and strain- 
ing should be avoided for three months. Some 
gain in weight at this time will also be useful, 
as now the depositing fat can only settle medial 
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to the adherent kidney and will not loosen up the 
kidney. 

The accompanying table shows the preopera- 
tive and postoperative complaints and results of 
nephropexy on 30 unselected and consecutive 
cases of nephroptosis performed at the Hillman 
Hospital. 

Of the thirty cases, all complained of pain, 
53% complained of fever and chills, 63% of 
pyuria from pyelitis as seen by the ureteral frac- 
tionally collected specimens, and 77% of some 
manifestation of cystitis. Only three cases, or 
10% complained of pain alone of a very severe 
nature, causing incapacity, while four, 12%, 
complained of hematuria. In many cases there 
were a combination of symptoms. 

Every patient was cystoscoped, separate urine 
specimens were collected from each kidney, ure- 
teropyelograms were made in the prone and up- 
right position, one plate immediately after the 
assumption of the upright position and another 
one six minutes afterwards to see the speed of 
emptying of the renal pelvis, routine fractional 
phenolsulphonphthalein test was done, and blood 
nitrogen content was determined. ll cases 
showed various degrees of ptosis, various types 
of ureteral kinks, and all but three patients 
showed some degree of hydronephrosis. Upon the 
clinical checkup on the state of the kidneys, the 
patient was admitted to the ward for surgery. 
Gas anesthesia was routinely used. 

Postoperative mortality, of course, was zero. 
No serious complications occurred, and none is 
to be expected. The only difficulty in some cases 
was abdominal distention, which was readily 
combated with the nasal tube and Wangensteen 
suction apparatus, turpentine stupes, repeated 
enemata, rectal tube, and pitressin. In no case 
did the distention persist for more than three 
days. The patient was kept in bed for three 
weeks, 

Clinical follow up was done in all cases, and 
wherever indicated reexamination was done 
through cystoscopy and retrograde pyelography. 
Pain persisted in six cases, pyelitis persisted in 
one case, while recurrence of the ptosis was 
noted in three cases, of which one, a colored 
woman, did heavy labor the day she was released 
from the hospital, and another, a white woman, 
fell downstairs the first week she was at home. 
All three cases had some amelioration of the 
symptoms notwithstanding the recurrence of the 
ptosis. 


August, 1939 


Hence of the thirty cases there were two fail- 
ures, giving a total successful result of 93 per 
cent., which is comparatively good for any type 
of operation or procedure where so many factors 
are involved and where there is not a removal of 
the organ in question. 


SUMMARY 
Thirty consecutive cases upon which nephro- 
pexy was performed six months to two years 
previous to the reexamination are classified to 
determine the end result of the procedure. Good 
results were found in 93 per cent. of the cases, 
failure was found in seven per cent., or two 
cases. It is our conclusion that nephropexy is 
definitely indicated in those cases of ptosis of 
the kidney that show some interference in the 
normal function of the excretion of the urine 
which results in pain, pyelitis, cystitis, hydro- 
nephrosis and hydro-ureter. The operation 
should be as simple as possible, should only 
denude a small section of the renal capsule, and 
should be followed by a careful postoperative 
routine. The surgical procedure is singularly 
free of mortality and morbidity. 
185 North Wabash Avenue. 
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ANCHORING THE ELUSIVE BREAST 
TUMOR 
Earwe I. Greene, M. D. and 
J. MAagor GreBNE, M. D. 
CHICAGO 
Locating a small breast tumor after an inci- 
sion is made often becomes one of the most 
aggravating and tedious surgical procedures, 





*From the department of surgery, Northwestern University 
Medical School. 
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taxing the ingenuity of the most experienced sur- 
geon. A small mass easily palpable before oper- 
ation seems to disappear after the operation is 
begun. This is especially true when an attempt 
is made to remove such a nodule under local 
anesthesia. The mass apparently vanishes, and 
can be found only after considerable searching 
and manipulation. In order to do away with this 
“losing of the tumor” in the infiltrated field, we 
have made it a practice, in recent years, to re- 
move all breast nodules under a general anes- 
thetic. Notwithstanding this latter form of 
treatment we often meet with considerable diffi- 
culty in locating small tumors. 

To simplify the operation, we have resorted 
to “anchoring” these masses. This is accom- 
plished by passing a Hagedorn needle through 
the tumor mass. Since beginning this procedure 
the operation for removal of small breast tumors 
has become more simple. 

TECHNIQUE 

After isolating the tumor it is fixed between 
the index and middle fingers of the left hand. 
Without the use of an anesthetic, a cutting 
needle (Hagedorn) is passed into and through 
the mass. The patient experiences little or no 
pain as the needle plunges through the skin. Once 
the needle pierces the tumor it anchors it; after 
which the local injection follows. The usual 
skin incision is made alongside the needle. After 
undermining the skin, and with the fixation 
needle as the center, a wedge of tissue which in- 
cludes the tumor is excised. 

As the needle enters a solid tumor a definite 
sense of resistance is felt. As one passes through 
the neoplasm the resistance to the needle dis- 
appears. Likewise, when entering a small cyst, 
one will meet with moderate resistance as the 
wall is pierced; then a plunge into a cavity, fol- 
lowed by resistance again when the posterior wall 
is encountered. In this way we have been able 
to determine beforehand whether we were deal- 
ing with a solid or cystic mass. The only pre- 
caution we urge is not to introduce the needle 
too deeply. With a little care injury to the chest 
wall can be avoided. 

We have had occasion to use this procedure 
seven times without fail. Four of the tumors 
were fibroadenomas, one a very small carcinoma, 
the others cysts. Each operation was completed 
in a minimum of time, requiring no searching, 
for we were always sure that the tumor was an- 
chored by the needle. Frozen sections were ex- 
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amined immediately after the tissue was exised. 
310 S. Michigan Ave. 





CALCIUM THERAPY IN DISEASES OF 
THE CARDIOVASCULAR SYSTEM 


Epwarp Popotsky, M. D. 
BROOKLYN, N. Y. 

About fifty years ago Ringer demonstrated 
experimentally in a striking way that sodium, 
calcium and potassium were essential for the 
contraction of the heart muscle. He found that 
when the concentration of potassium was in- 
creased in the solution in which the heart was 
immersed the contractions decreased, and if the 
concentration was further increased the con- 
tractions became weaker and weaker, the heart 
finally stopping in diastole and failing to re- 
spond to any further electrical stimulation. On 
the other hand if calcium was added to the solu- 
tion, the response to stimulation reappeared and 
spontaneous contractions became stronger, the 
intervals between them lengthened and the heart 
finally stopped in a state of tonic contraction, a 
systolic standstill termed calcium rigor. 

According to Barath, the first response to an 
intravenous injection of calcium is a well marked 
vagus stimulation with considerable slackening 
of the heart beat (the drop is from twelve to 
twenty-five, but sometimes as high as forty beats 
per minute) followed by a secondary weaker 
sympathetic stimulation. To the initial vagus 
stimulation must be attributed the results ob- 
tained by Wolffe and Bellet in paroxysmal tachy- 
cardia. In this condition, which is not only 
disagreeable to the patient, but may lead to very 
serious consequences, calcium by the intravenous 
route has proved a valuable remedy. Bellet re- 
ported a series of five cases in which results were 
very satisfactory. The tachycardia was con- 
trolled with dramatic effectiveness, both to the 
patient’s delight and the doctor’s surprise. 
Petsektakis several years previously had found 
that calcium in arrhythmia revealed the anxiety, 
the dyspnea and palpitation while it regularized 
the rhythm. He also found that the strength of 
systole was increased, the arterial blood pressure 
raised, and the rate slowed at the same time. 

Heubner found that calcium increased the 
excitability of the heart, the action being on the 
ganglia in the ventricles. Stoppage in systole 
was the ultimate end when doses were increased. 
Pick expressed the belief that calcium and potas- 
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sium salts acted equally on all parts of the heart. 
Billigheimer found that calcium exerted on the 
heart a vagus stimulation which apparently did 
not exist when a tropine had been given. 

Mancke showed that high calcium concentra- 
tions produced vasodilatation and increased the 
coronary circulation. This was confirmed by 
Hochrein. He also found that the calcium pro- 
duced promoted heart circulation without caus- 
ing additional strain on the heart by increased 
aortic pressure as occasioned by adrenalin, 
barium choride and lobelin. Turan confirmed 
the experiences of others with calcium as an 
agent which reduced the pulse in tachycardia 
(by 25 to 50 pulsations a minute). 

The digitalis-like action of calcium has been 
noted by many investigators. Cheinisse was 
among the first to call attention to this fact. 
Lieberrman in his experimental work with cal- 
cium gluconate on dogs noted that arrhythmia, 
coupling of beats and symptoms of heart block 
and other digitalis-like effects quite often took 
place. These were after experimental doses, 
comparatively much higher than the doses that 
would be used in man to, and, with the use of 
the latter, the clinical effect is a synergistic 
action without toxic effects. 

Singer obtained favorable results from a com- 
bined calcium and digitalis therapy in severe 
cases of decompensation and chronic cardiovas- 
cular diseases. Billigheimer confirmed these re- 
sults. He also studied the effect of the length- 
ening of the pulse curve after the administration 
of digitalis and squill. He linked the action of 
digitalis with the calcium content of the tissues. 
In tetany where there is a hypocalcemia, toler- 
ance to digitalis is low. In encephalitis where 
there is a hypercalcemia, it is high. This is 
explained by the action of calcium on cell per- 
meability which allows the tissues and the heart 
muscle to take only small amounts of digitalis. 
Fisher who studied the mechanism of the digi- 
talis-like action of calcium further found there 
was a difference between the action of digitalis 
and calcium. There is a unilateral synergism 
in that when digitalis is first given the heart is 
sensitized to calcium, while when calcium is first 
given, even in large doses, the heart is not made 
more sensitive to digitalis, 

Singer is a very strong advocate of the con- 
joint use of digitalis and calcium in orthopnea 
with the threatening symptom of stasis, cardiac 
dropsy, myocardial weakness and the cardiorenal 
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syndrome. In chronic myocarditis he advises 
the use of digitalis and calcium in weekly alter- 
nance. Calcium, according to his experience, 
increases and quickens the effect of digitalis on 
the heart, but continued over a long period of 
time it lessens the effects of digitalis on the 
parasympathetic nervous system. Singer con- 
siders calcium “the whip and bridle of digi- 
talis.” 

The relationship between calcium and stroph- 
anthus has also been noted. Loew found increase 
in systolic strength when calcium and stroph- 
anthus were given together. In the presence 
of calcium the contraction strengthening influ- 
ence of strophanthus is very pronounced. Loew 
thinks that strophanthus sensitizes the heart to 
calcium, and on the basis of this observation 
states that the lack of influence of strophanthus 
is some cases of decompensation is conditioned 
weakened reaction ability of the myocardium to 
the physiological content of the blood. This 
weakened reaction ability is also the cause of 
decompensation. There is evidently a synergistic 
union between the calcium and the strophanthus 
which brings about the desired results. 

Zondek found that calcium had an interesting 
effect in counteracting the paralyzing influence 
of chloral hydrate on the heart. He found that 
chloral hydrate not only influenced the cardiac 
muscle but also the cardiac ganglia and was led 
by this fact to study the action of calcium on 
these ganglia. Later he found that the action 
of calcium was similar to that of strophanthus 
but much quicker. 

Vermel contributed some very interesting 
observations on the therapeutic effects of calcium 
salts in chronic cardiac affections, especially in 
those presenting more or less myocardial weak- 
ness. He used a method of intracutaneous in- 
jection which he believes preferable to all other 
modes of administration, His patients were 
suffering from myocarditis and subacute or 
chronic endocarditis with myocardial insuffi- 
ciency, rapid pulse, dyspnea, cardiac dilatation, 
enlargement of the liver, ete. Aften ten to 15 
treatments with calcium all the symptoms of 
decompensation usually disappeared as well as 
the dyspnea and unpleasant sensations in the 
region of the heart. The pulse became fuller 
and stronger. The heart sounds become more 
pronounced and the size of the liver decreased. 

Calcium exerts a remarkable influence on 
patients with congestive heart failure according 
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to Steward. In a series of six cases he observed 
an increase in the output of urine following oral 
administration of calcium. The heart rhythm 
and contractions were also improved. Engelin 
found that calcium proved of benefit in all forms 
of circulatory weakness, manifesting itself by 
general fatigue and high excitability of the 
heart, all of which is more or less connected 
with vasomotor hyperirritability. 

Klotz ascertained that in circulatory asthenia 
there was a disturbing of the potassium-calcium 
ratio, with acidosis, which was speedily corrected 
under calcium medication in conjunction with 
ultra-violet rays and increased vitamin intake. 
Korbusch saw a marked stimulation by calcium 
of the depressed heart in grippe and pneumonia. 
Kaffler and Kasper noted the same phenomenon 
in diphtheria where they used calcium to ward 
off impending circulatory weakness. Rosenow 
used high doses of calcium gluconate by mouth 
in pericarditis with good results. 

Among the first to record his observations on 
the effect of calcium on hypertension was Addi- 
son who published results obtained in a series of 
13 cases of arterial hypertension before and after 
the administration of large doses of calcium 
chloride. In the case of seven of these patients 
the blood pressure had been under observation 
for several months before the calcium chloride 
was given. In the other six patients it was 
ascertained a short time before the treatment 
began. In five cases albumin was previously 
present, and in four cases it disappeared after 
the calcium chloride. In three cases there was 
a low specific gravity of the urine and compara- 
tive calcium decrease. As the kidney function 
improved the calcium decreases also increased. 
The daily doses of calcium chloride amounted 
to 180 grains in three cases and to 57 grains in 
one case, and to 75 grains in another. In all 
cases the administration of calcium chloride was 
followed by a diminution of the blood pressure, 
systolic and diastolic, and usually the diminution 
was appreciable. 

One year later, Addison and Clair reported a 
series of 45 patients whom they had been treat- 
ing with calcium salts, the daily dose ranging 
from 90 to 180 grains, with blood pressure read- 
ings being taken weekly. Of the 45 patients 
thus treated 26 reacted well, with diminution 
in blood pressure and improvement in symptoms. 
A peculiar thing which they observed and which 
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they did attempt to explain was that better 
results were obtained with calcium therapy in 
the treatment of hypertension during the sum- 
mer than winter months. 

In 1927 Althow and O’Hare treated a series 
of eleven cases of hypertension with calcium 
chloride, one gm. and atropine 0.00025 gm. four 
times a day for from three to four weeks. In 
six of the cases it had no effect on the blood 
pressure. In the other it did exert an effect. 
Parathyroid extract was used in three cases with 
no apparent effect. Altnow and O’Hare were 
not much impressed with calcium as a hypoten- 
sive. 

Among the latest to study the role of calcium 
therapy in hypertension was Davis whose series 
consisted of 55 patients. He found that hyper- 
tension like fever may be intermittent, remit- 
tent, continuous or pernicious. Davis treated 
his patients with calcium lactate, eight grains 
in water, half an hour before meals, in addi- 
tion to a low salt diet, low maintenance diet, 
with most of the protein from milk, moderate 
in total amount but adequate in all respects. 
This regime caused considerable subjective im- 
provement in his patients with hypertension. 

The first attempts at an experimental investi- 
gation of the way calcium acts on blood pres- 
sure were undertaken in 1920 by Krause. He 
found that there was a variable response of 
blood pressure to intravenous injections of cal- 
cium in warm-blooded animals such as rabbits 
and guinea pigs. The fall was more or less 
rapid depending on the rate or amount of the 
inflow and was strongest and fastest when the 
heart developed a tendency to stop in systole. 
Occasionally a slight increase in blood pressure 
was obtained when the calcium was injected into 
the blood stream; but the pressor action of cal- 
cium is of short duration. It generally begins 
immediately after the injection and lasts from 
ten to 20 minutes. 

Among the latest and most interesting theories 
of high blood pressure is that offered by 
Stephens. He defines blood pressure as that 
pressure which is exerted on the blood by the 
tissues, especially on the contractile arteries. 
The greater the pressure of the blood and its 
corpuscles, the more handicapped are the move- 
ments of the corpuscles. 

When a change is effected on the surface 
tension of the corpuscles, there is a modification 
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of their internal metabolism as a whole. It is 
now accepted that sixty per cent. of the body 
weight, excluding water, is composed of calcium. 
For that reason sixty per cent. of the body is 
therefore the metabolism of, and connected with, 
the calcium salts and their assortment into or- 
ganic compounds and suitable ions. Increased 
blood basic pressure then is closely associated 
with calcium metabolism. 

Kylin found that there was a shifting of the 
potassium-calcium quotient in favor of potas- 
sium in essential hypertension and was able, by 
calcium injections, to make good the calcium 
depletion and thereby lower the hypertension. 

Other investigators also are of the opinion that 
calcium is most logically indicated in essential 
hypertension. They base their arguments on 
one or both of two premises; I. Calcium is an- 
tagonistic towards guanidine. Guanidine is be- 
lieved to be a very important factor in the 
pathogensis of increased arterial tension, and the 
neutralization of this toxic substance by calcium 
paves the way for a removal of the tension. 2. 
Calcium has been known for quite a while to 
have a depressing effect upon sympathetic tonus 
and this is believed by many clinicians to be 
heightened in essential hypertension. Therefore, 
the administration of calcium which decreases 
the abnormal sympathetic tonus also depresses 
the hypertension. 
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CARDIAC REVIEW OF 1938 
Narnan Fraxman, M. D. 


Instructor in Medicine, Loyola University Medical School 
CHICAGO 
1, SYMPTOMS AND Sins 
In a plea for the early recognition of myocar- 


dosis, Parsonnet! stated that dyspnea, palpita- 
tion, substernal distress, indigestion, and in- 
somnia are the symptoms to seek in every patient 
of middle age, After testing the effects of in- 
duced oxygen want in patients with cardiac pain, 
Levy, Barach, and Bruenn? concluded that this 
is an important and apparently the determining 
factor in the causation of such pain, especially 
when the coronary flow of blood is reduced. 
Christie’ showed that though the conditions un- 
der which dyspnea occurs are various and mani- 
fold, it is usually reflex in origin and, in the 
forms of greatest clinical importance, is associ- 
ated with pulmonary congestion. Clinical studies 
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by Johnston‘ on a group of 21 patients showing 
systolic gallop rhythm confirmed the generally 
accepted opinion that extra sounds of this type 
usually occur in the absence of organic heart dis- 
ease and that their only importance lies in the 
fact that they are occasionally mistaken for 
diastolic gallop sounds. Lewis and Dock® stated 
that the heart sounds in diastole are due to ten- 
sion of valve leaflets, with no appreciable mus- 
cular element. Stethographic records made by 
McKee® on normal children indicated that split- 
ting of the first or second heart tone and the 
presence of a third sound have no pathological 
significance. In children with congenital or ac- 
quired heart disease Wilson’ found that the phy- 
sical signs may at times be inconstant and un- 
characteristic in the presence of abnormality of 
the cardiac silhouette and chamber enlargement. 
Steuer and Fineberg* followed up 33 children 
with apical systolic murmurs for more than ten 
years, and found that 27% developed serious 
valvular disease (chiefly mitral stenosis), 617 
still had apical murmurs and nothing more, and 
12% lost their murmurs entirely. 
2, METHODS OF CARDIOVASCULAR EXAMINATION 
1. Electrocardiography: Pardee and Price® 
found agreement between the electrocardio- 
graphic diagnosis and the autopsy findings in 
45 cases, 75% of the whole series, and the dis- 
agreement in 20% ; it was greater when the elec- 
trocardiogram was abnormal (81%) than when 
it was normal (54%). The electrocardiographic 
and pathologic observations of mitral stenosis 
were correlated by Berliner and Master!” who 
found that associated lesions of other valves are 
the most important single factor affecting the 
electrocardiogram. Sigler** carried out electro- 
cardiographic studies on the alteration of posture 
from the dorsal recumbent to standing and sit- 
ting positions, and in some, changes were so 
marked as to make the tracings appear abnormal 
and to lose its identity with those taken in other 
postures. Bellet and McMillan’? studied the 
electrocardiographic patterns in acute pericardi- 
tis and concluded that invasion of the subepicar- 
dial portion of the myocardium by pericarditis 
is chiefly reponsible for the deviation of the 
RST segment. A case of electrical alternans oc- 
curring in a patient with a pericardial effusion 
was reported by Feldman.%® The electrocardio- 
graphic test for “axis shift,” as pointed out by 


France,* is not of value in the antemortem 
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diagnosis of adhesive pericardio-mediastinitis. 
sohning and Katz!’ stated that atypical forms 
of electrocardiographic variations are in most 
cases associated with recent infarction due 10 
slowly occluding sclerotic plaques, with extensive 
coronary sclerosis, but they are also seen (1) in 
cases in which the infarction of recent origin is 
superimposed on an old one, (2) in the presence 
of recent multiple small infarcts, or (3) in cases 
of recent infarction complicated by intraventri- 
cular block. Sodeman and Burch** indicated 
that the occurrence of left axis deviation in a 
patient with a dropped heart does not necessarily 
mean cardiac hypertrophy. Langendorf and 
Pick!” concluded that leads from the extremities 
and from the thorax are complementary and 
that it is erroneous to think that the thoracic 
leads alone are sufficient for the diagnosis of 
myocardial infarcts. Stewart and Watson!’ 
found that changes induced by digitalis in the 
form of the T-waves and R-T' segments of the 
chest lead may resemble those resulting from 
coronary artery disease or recent coronary occlu- 
sion and lead to confusion in the interpretation 
of the record if it is not known that the drug 
has been given. Sprague and McGinn!" stated 
that inasmuch as the evidence from the apical 
chest lead may precede that from limb leads or 
may persist after the latter has disappeared, the 
precordial lead should be routinely taken in all 
cases of coronary disease. Edwards and Vander 
Veer”? believe that for routine work, when only 
one precordial lead is taken, Lead IVR (apex 
and right arm) is the one of choice, provided 
that the heart is not appreciably enlarged; with 
moderate or marked cardiac enlargement, it 
seems preferable to place the precordial electrode 
medial to the apex and never further to the left 
than the anterior axillary line. Miller and Van 
Dellen** noted that electrocardiographic studies 
indicate a definite effect upon the cardiac con- 
(ductive system of the intravenous administration 
of magnesium sulphate. Beecher and Amidon?22 
found that the incidence of cardiac lesions dem- 
onstrable by clinical and _ electrocardiographic 
examination in 44 cases of trichinosis was 4.5%, 
the damage apparently being only temporary. 

2. Roentgenography: Maguire®* stated that 
in the presence of obesity, emphysema, and other 
complications, which render physical examina- 


tion of the heart very imperfect, the roentgen 
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ray affords sometimes the only means of deter- 
mining the size and shape of the heart. Hpstein 
and Schwedel?4 found that cardioscopy is a sat- 
isfactory procedure for the qualitative estimation 
of the degree of enlargement of the individual 
heart chambers. Smith*® classified the radiolog- 
ical features of pulmonary infarction as follows: 
(1) Vague clouding at the base of the lung, 
obscuring the costophrenic sinus, and suggesting 
basal pneumonitis of the influenzal type; (2) 
Shadows indicating an early effusion either con- 
cealing a very recent infarct or being superim- 
posed later on obvious intrapulmonary shadows; 
(3) Localized shadowing not unlike that of lung 
abscess ; (4) Density of greater or lesser extent, 
sometimes developing appearances indicating 
cavity formation, and consequently even suggest- 
ing pulmonary tuberculosis; and (5) Shadows at 
one base with ultimate elevation of the dia- 
phragm indicating partial basal collapse. Main- 
land and Stewart®* compared the normal percus- 
sion and radiography in locating the heart and 
mediastinal vessels and found a mean error of 
less than 1 cm. difference in most intercostal 
spaces between the percussion and the x-ray bor- 
ders. Heidenreich and Joselevich’’ saw para- 
apical x-ray shadows in the course of cardiac dis- 
ease, and at necropsy found that the shadows 
were made by the accumulation of fat around 
the apex of the heart; the fat accumulates in 
the pleural space which is in contact with the 
pericardium and forms a shadow with smooth 
contours. Anglin®’ reported a case in which pas- 
sive congestion of the lungs caused by mitral 
stenosis presented a radiographic picture closely 
resembling that of miliary tuberculosis. 

3. Other Methods: Baer and _ Slipakoff?® 
tried many of the agents used in measuring the 
circulation time and concluded that the test is 
an effective aid in the early diagnosis of heart 
failure and in the differentiation of cardiac from 
pulmonary or other diseases. <Ascarelli*® deter- 
mined the velocity of the circulation and the 
basal metabolic rate of 58 patients who were 
suffering from heart disease and found that in 
decompensated heart diseases the velocity of the 
circulation diminishes and the BMR increases in 
proportion to the intensity of decompensation. 
Candel*! determined the normal circulation time 
from the antecubital yeins to the pulmonary 
capillaries by a new technic; he gave an intra- 
venous (lose of 1.4 ce. of paraldehyde and a 
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cough reflex was obtained within a mean of six 


seconds in 96% of cases at the first attempt. 
Gorham and Thompson®? felt that no conclu- 
sion regarding the severity of the disease, the 
prognosis in a particular case, or the time when 
healing occurs can be drawn from the sedimen- 
tation rate at the present time. Wood and Jane- 
way** observed appreciable rapid increases in the 
volume of packed red blood cells, hemoglobin 


value, red blood cell count and plasma protein 
concentration for patients during recovery from 
severe congestive heart failure, probably indicat- 
ing a decrease in the volume of plasma. Capani** 


stated that ketosis in decompensated heart dis- 


eases with edema depends on the diminished ve- 
locity of the circulation, and found the highest 
levels of ketonemia in the blood of patients who 


were in the preterminal state of decompensated 
heart disease with anasarca, 


3. INCIDENCE OF HEART DISEASE 


Crain and Missal®® reported that of 278 cases 
of heart disease 61% were classified as coronary, 
24% rheumatic, 12% hypertensive, and 3% mis- 
cellaneous; however, of the 169 cases classed as 
coronary, 112 had hypertension, so that the hy- 
pertensive etiology accounted for 52%. In a 
survey of etiologic factors in 306 patients dying 
with heart disease, Shelbourne®* found as fol- 
lows: hypertension, 40.6% ; rheumatic, 13,8% ; 
acute coronary, 10.9%; syphilitic, 10.5% ; con- 
genital, 2.6%; pulmonary, 1,8%; and tumors, 
1.3%. 

4, Hvtotoay or Hearr Disrase 


1, Congenital: Gibson and Clifton®’ noted 
105 (5.4%) cases of congenital heart disease in 
a review of 1,950 consecutive autopsies on chil- 
dren. O’Farrell** listed the following criteria as 
extremely helpful in the clinical diagnosis of 
congenital heart disease: a clear history of heart 
disease existing from birth or in infancy; mur- 
murs heard at unusual situations ; cyanosis ; club- 
hing of the fingers and toes; dyspnea; develop- 
mental defects in other parts of the body; and 
juvenile hypertension. EHisenberg®® stated that 
the simplest and most direct method of making 
the diagnosis in a suspected case of coarctation 
of the aorta during childhood is to feel for 
femoral pulsations; normally these are very 
easily found, but in the presence of coarctation 
the pulsations are absent or, at least, are difficult 
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to obtain. Parker and Dry* reported a case of 
coarctation of the aorta in which the site of 
stenosis was between the left common carotid 
and the left subclavian arteries; there was also 
a congenitally bicuspid aortic valve which was 
the site of a subacute vegetative endocarditis. 
Rooke** stated that high blood pressure is an 
early and life-long finding in coarctation of the 
aorta. Hills*’ reported the case of a 16-year old 
boy with a coarctation of the aorta and unequal 
blood pressure in the arms, high in the right 
and normal in the left arm. Rukstinat** cited 
the case of a three-day old infant with five ma- 
jor cardiac anomalies; aortic stenosis, atresia 
and adult coarctation of the aorta associated 
with a triloculate heart. Rytand** indicated that 
the arterial hypertension which is present in the 
upper part of the body in coarctation of the 
aorta may not be explained upon the purely me- 
chanical grounds of obstruction to the blood 
flow. Crawford and Warren*® cited the occur- 
rence Of coronary thrombosis in a case of con- 
genital dextrocardia with situs inversus where 
the pain appeared in the right arm. Garland“ 
reported two cases of persistent right-sided aortic 
arch, one of which was correctly diagnosed only 
after surgical exploration, and the other was 
diagnosed from the roentgen examination alone. 
The 67-year old patient of Manchester and 
White* presented a congenital dextrocardia with 
situs inversus complicated by hypertensive and 
coronary heart disease; the electrocardiogram 
showed the effects of the various conditions. Mc- 
Gibbon*® stated that right-sided aortic arch may 
be found in combination with a congenital mal- 
formation of the heart, notably the Tetralogy of 
Fallot, an example of which is described. Ing- 
ham and Willius*® presented five cases of con- 
genital transposition of the great arterial trunks, 
of which the youngest patient was 18 days old 
and the oldest lived seven months. Moll*° re- 
ported a case of congenital heart block due to a 
suspected interventricular septal defect (maladie 
de Roger) in an 18-year old high school student 
who had no symptoms. Wilson™ cited a case of 
Chiari’s network associated with a murmur re- 
sembling the bruit de Roger in a patient who 


died of hypertensive heart disease. Ingham®2 


stated that the diagnosis of paradoxical or 
crossed embolism is rarely made while the pa- 
tient is alive; seven cases were reported, all of 
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whom had interatrial septal defects, but in only 


one were there signs or symptoms of congenital 
heart disease. Taussig, Harvey, and Follis® 
noted that the sequelae which are of such com- 
mon occurrence as to be of diagnostic aid in 
interauricular septal defects are cardiac arryth- 
mias, superimposed rheumatic infections, pul- 
monary infections, paradoxical embolism, and 
freedom from subacute bacterial endocarditis. 


Davis®4 reported the occurrence of auricular flut- 
ter in a 41-year old female with congenital iso- 


lated dextrocardia. Volini and Flaxman® de- 
scribed an unusual case of the Tetralogy of Fal- 
lot in a laborer who lived to his 41st year, the 
second longest history in the literature ; the cause 
of death was not due to any cardiac disturbance 
or dysfunction but to the uremic syndrome on 


the basis of chronic glomerulonephritis. 


2. Rheumatic: Juster® studied the signi- 
ficance of rheumatic activity in chronic rheu- 


matic heart disease and in some cases the process 
appeared to be either relatively quiescent or only 
slightly active; in others, periods of inactivity 
alternated with others of activity, and finally 
there were those in which activity of the rheu- 
matie process was more or less continuous. 
Schlesinger’? stated that rheumatic heart dis- 
ease in childhood is likely to be serious, but on 
the whole the outlook is not unfavorable as many 
cases with every prospect of being left with severe 
cardiac lesions make remarkable recoveries. 
McKee®* observed interesting differences in the 
apical diastolic murmur in children with rheu- 
matic heart disease; the louder, longer murmurs 
occur in cases in which the heart disease is rela- 
tively severe, but when the disease is not so far 
advanced the short, early faint diastolic murmur 
may come and go from time to time during 
periods of apparent inactivity of the disease. 
Bland © d Jones*® stated that the early years 
after the onset of rheumatic fever, especially the 
first three years, have proved to be a critical 
period in regard to the effect on the heart. 
Gouley®® discussed the probability that mitral 
stenosis in some patients is in itself not the 
sole or possibly even an important factor in the 
causation of the chronic right heart failure 
which characteristically terminates chronic rheu- 
matic heart disease. Friedman and Lisa* re- 


ported the outstanding feature of superimposed 
infection in rheumatic heart disease as acute 
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myocarditis, but other manifestations are acute 
and subacute bacterial endocarditis, “indeter- 
minate,” non-rheumatic or nonbacterial endo- 


carditis, and possibly acute pericarditis. Boone 


and Levine stated that the occurrence of both 
rheumatic fever and chorea in the history was 
followed by a much higher incidence of valvular 
disease than following either disease alone, while 
that from rheumatic fever alone was about equal 
to that from repeated chorea alone. Allan and 
Baylor** recommended tonsillectomy in the treat- 
ment of rheumatic fever since rheumatic heart 
disease developed in only six of 49 rheumatic 
patients not having cardiac involvement at the 
time of operation. Mills®* stated that since the 
rheumatic heart damage is permanent and re- 
crudescence so common in northern cold and 
storms, it is definitely indicated that these un- 
fortunate patients be taken to a subtropical cli- 
mate where the calm warmth will allow the 
diseases to take a more benign course, and where 
the lowered general metabolic level will lessen 
the work load on the damaged heart, Usher’ 
indicated that valvular heart diseases in cases 
of chorea is due not to chorea per se but to inter- 


current attacks of polyarthritis or severe upper 


respiratory infections associated with infected 
tonsils. 


3. Bacterial: Feldman and Trace®® stated that 
from time to time cases of subacute bacterial 
endocarditis are seen that are caused by the 
extraction of septic teeth or the removal of in- 
fected tonsils. Williams did not consider gon- 
ococcic endocraditis a rare disease since it was 
present in 26% of the patients with bacterial 
endocarditis (acute and subacute). Steiner and 
Walton® reported the case of a 17-year old 
woman who developed an acute cervicitis two 
weeks after exposure to gonorrhea and an endo- 
carditis followed after an indefinite period; fol- 
lowed in turn by a bilateral parotitis and a ter- 
minal toxic jaundice; the blood culture was posi- 
tive and the pulmonary valve was found to be 
involved at autopsy. Freund, Anderson and 
Lilly® described the case of a 30-year old fe- 
male with mono-articular arthritis and endo- 
cervicitis who showed positive smears for gonr- 
rhea and a cardiac picture of endocervicitis with 
three positive blood cultures of gonococci ; hyper- 
pyrexia, maintained close to 107 F., gave a suc- 
cessful result and she was well four months later. 
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Bonnet and Bonamour”™ stated that malignant 
endocraditis with slow evolution, appearing as a 
primary septicemia grafted on an old valvular 
lesion, can manifest itself in exceptional cases 
by a sudden dramatic visual disturbance. Krin- 
sky and Merritt™* indicated that subacute bac- 
terial endocarditis should be kept in mind as a 
diagnostic possibility when a young adult is ad- 
mitted to the hospital complaining of drowsi- 
ness, severe headache, double vision, impairment 
of speech or sudden loss of consciousness, partic- 
ularly when he shows cranial nerve palsies or 
a hemiplegia. Friedman’ studied the fibrin fac- 
tor in its relation to subacute endocarditis and 
found that the fibrin mass, in which growing 
streptococci are embedded, had a striking in- 
hibiting and retarding effect upon the bacteri- 
ocidal properties of three germicides tested. 
Meyer and Howell** reported a case proved bac- 
teriologically and serologically to be one of in- 
fection with B. paratyphosum B; the outstand- 
ing pathologic changes were acute vegetative en- 
docarditis of the aortic and mitral valves, super- 
imposed on an old endocarditis. Levy and 
Singerman** described a case of subacute bac- 
terial endocarditis of the mitral valve due to 
Brucella melitensis. Ruegsegger*® stated that 
pheumococcie endocarditis usually occurs as a 
complication or sequel of pneumococcie pneu- 
monia, runs an acute course, attacks especially 
the valves of the left side of the heart, is char- 
acterized by embolic phenomena and terminates 
in the majority of instances in purulent men- 
ingitis. Noran and Weisman’ presented a case 
of staphylococcic pyemia which showed mainly 
rheumatic, some small bacterial, and some tran- 
sitional forms of vegetations on the mitral valve; 
they suggested that vegetations of the rheumatic 
type may be produced by staphylococci. Miles 
and Gray‘? described two cases of infective en- 
docarditis due to Haemophilus para-influenzae 
bacilli, but there was no difference in the clin- 
ical or pathological findings to distinguish the 
hearts from others with subacute “influenzal’’ or 
sterptococcal endocarditis. Hoyt** reported three 
fatal cases of gonorrheal endocarditis, of which 
one had been treated with fever by means of 
diathermy, the second by general supportive 
measures, and the third with antigonococcus 
serum, 

4, Syphilitic: Wile and Snow’ found that in 
a group of patients with uncomplicated aortitis 
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54% of the cases had no symptoms referable to 
the cardiovascular system; when symptoms of a 
cardiac nature occur in a known syphilitic, most 
of these will already be found to have developed 
either aortic insufficiency or marked increase in 
aortic caliber which may be regarded as aneurys- 
mal dilatation. Von Haam and Ogden*® re- 
ported three cases of syphilitic gumma; the first 
was an isolated gummatous pericarditis; the sec- 
ond, a case of multiple gummas in the myocar- 
dium ; and the third, a case of small gumma ac- 
companied by extensive diffuse gummatous myo- 
varditis and syphilitic endocarditis. Blackford 
and Smith** stated that patients may die of 
syphilitic aortic insufficiency within four days 
of the first cardiac symptoms, or they may live 
at least thirteen years; such patients may die 
quickly, even though the x-ray shows a heart of 
normal size, or they may live for years with a 
huge heart. 

5. Thyrotovic: Krnstene*®* reported that au- 
ricular fibrillation occurred in 207 of 1,000 con- 
secutive cases of hyperthyroidism; in 96 of these, 
the arrythmia was present before operation 
either in its continuous form or in paroxysms of 
variable duration, while in 111 it developed for 
the first time as a postoperative complication ; 
the postoperative mortality was greater in pa- 
tients who had auricular fibrillation either be- 
fore or after operation than it was in individuals 
with normal cardiac rhythm. Gotta‘* stated that 
when a patient with hyperthyroidism has an en- 
larged cardiac area, it must be assumed that 
this is due to some other cardiovascular disease 
that is also present. Newman and Garland* 
recommended the x-ray and iodine therapy of 
hyperthyroidism because it results in 60% of 
cures as evidenced by disappearance of symp- 
toms, economic restitution, a BMR of +10% 
or below, a basal pulse rate of 80 or below, and 
a gain of weight to the former average, all in 
from six weeks to three months. 


6. Myxedema: Stewart, Deitrick, and Crane* 
stated that in the presence of myxedema the car- 
diae output per minute and per beat are dimin- 
ished, the velocity of the blood flow slow, and 
the heart larger than normal for that individual 
at a time when the BMR is low, but the situa- 
tion is completely reversible with the adminis- 
tration of thyroid extract. Smyth*® reported a 
case of myxedema and angina pectoris in which 
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myocardial infarction developed during treat- 
ment with thyroid substance. 

7. Hypertension: Weiss and Prusmack** 
studied the manifestations of essential hyper- 
tension and found that myocardial insufficiency 
accounted for 68.4% of the major complications, 
while cerebral vascular accidents occurred in 
22% and 9.6% had uremia, with a similar dis- 
tribution among white and colored patients. 
Mosenthal** defined essential idopathic hyperten- 
sion as a functional disorder, characterized by a 
progressively increasing elevation of both sys- 
tolic and diastolic arterial pressure ; the mechan- 
ical strain incidental to the hypertension often 
produces changes in the heart, and the arteries, 
especially those of the heart, the brain and the 
kidneys. Flaxman*® followed the course of hy- 
pertensive heart disease in 127 patients with 
gross arteriosclerosis and found 84.3% were 
above 60 years of age, the “hypertensive age;” 
these patients were fortunate enough to live to 
develop gross arteriosclerosis; when congestive 
failure appeared, which was the cause of death 
in 71% of the deceased patients, the duration 
of life was short, less than six months in 77% 
of the deceased. Bordley and Eichna®® stated 
that the diagnosis of “high blood pressure” is 
capable of arousing almost as much alarm as 
the diagnosis “cancer.” Menninger®! suggested 
that physicians may definitely relieve hyperten- 
sion by giving the patient a quiet, non-critical, 
sympathetic audience, with all reference to the 
degree of hypertension, its potential dangers, 
and its complications omitted from the conver- 
sation. Karsner®? felt that the observations in 
experimental animals and in man give no sup- 
port to the view that essential hypertension is 
different from renal hypertension. 

8. Pulmonary: Kaump and Dry® studied 13 
vases in which there were varying degrees of 
diffuse pulmonary arteriolar sclerosis, and hy- 
pertrophy of the right heart was present in 11 
of these cases; in seven cases the clinical pic- 
ture, which was strikingly uniform in its evolu- 
tion and final outcome, consisted essentially of 
dyspnea, which had been present for varying 
periods, and ended in a dramatic type of ex- 
treme congestive heart failure and cyanosis to 
which there was an entire lack of response to 
treatment. Love, Brugler, and Winslow? con- 
cluded that the changes in the electrocardiogram 


NATHAN FLAXMAN 


187 


observed. after pulmonary embolization or in- 
farction are due to dilatation of the right ven- 
tricle; these changes are depression of the S-T 
segment in one or more leads, most frequently 
in Lead 2, and often reversal of the T-waves in 
Lead 3 and the precordial lead. Seeley®® reported 
a case of primary obliterative pulmonary arteri- 
olar sclerosis in a 68-year old woman who had 
dyspnea and edema of one month’s duration with 
a blood presure of 160/110 and a polycythemia ; 
she expired three days after hospital entry and 
at autopsy the heart weighed 390 grams with 
eccentric hypertrophy and _ dilatation of the right 
ventricle. Rothschild and Goldbloom®® cited a 
case of obliterating pulmonary arteritis with sec- 
ondary pulmonary changes and right ventricular 
hypertrophy in a 33-year old male. Golden®’ 
reported a case of acute cor pulmonale occurring 
11 days postpartum in a 29-year old housewife ; 
the outstanding symptoms were air hunger, a 
feeling of impending death, and _ substernal 
oppressive pain, while objectively she presented 
the characteristic symptoms of shock. Charr, 
Cohen, and Bettag®* considered chronic myo- 
cardial degeneration in anthracosilicosis to be 
due to the increased intrapulmonary pressure 
accompanying emphysema and the plumonary 
arteriosclerosis commonly found in anthrasilico- 
sis. Coggin, Griggs, and Stilson®® found that if 
pneumoconiosis is uncomplicated by tuberculosis 
or other pulmonary infection death from cardiac 
failure is to be expected. Pilcher’ reported 
four cases of slowly fatal pulmonary embolism, 
three postoperative, the cause of death being pro- 
gressive heart failure of acute onset: in two of 
the patients embolectomy was attempted, but it 
was too late. 

9. Coronary: Herrick'®' catalogued 30 condi- 
tions which may be mistaken for acute coronary 
thrombosis, such as angina pectoris, certain 
arrythmias, cardiac neurosis, malingering, peri- 
carditis, diease of the aorta, pneumothorax, 
pleurisy, embolus in a pulmonary artery, herpes 
zoster, arthritis of the spine, abdominal disease, 
and diabetic catastrophes. Silberberg’®? analyzed 
335 cases of coronary occlusion, but found that 
averaged statistics are of little value when ap- 
plied to individual cases. Eppinger and Ken- 
nedy’® studied the causes of death in 200 au- 
topsied cases of coronary thrombosis which 
showed that 32% of the patients died suddenly, 
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53.5% died of congestive heart failure, and 
14.5% of other causes; in 107 patients dying of 
congestive heart failure, pulmonary embolism 
was the most important contributory cause of 
death in 35 (32.7%). Bean’ noted that in 
ucute cases of cardiac infraction without pain, 
the onset was frequently characterized by sud- 
den accession of failure, less often by central 
nervous symptoms as syncope and weakness. Von 
Haam’® encountered 749 cases of fatal organic 
heart disease in 5,213 consecutive autopsies; in 
11 (5.4%) of the 749 cases death was due to 
coronary occlusion. Bean'®® found that conges- 
tive failure and shock followed in more than 
50% of the acute attacks of cardiac infarction ; 
the heart was enlarged in 83% of the cases, and 
the largest were found in hypertensives. Glom- 
set’? stated that the heart may “carry on” with 
three or even more occlusions of the coronary 
arteries, but infarcts require considerable time, 
even as long as 18 months, to heal completely. 
Wartman’®*® described six cases of complete oc- 
clusion of sclerotic coronary arteries by intra- 
mural arterial hemorrhage without thrombosis ; 
death was directly attributable to the coronary 
lesion in all cases although in three there was 
no myocardial infarction. Paterson’? showed 
that, if proper conditions of stagnation and 
eddying of blood exist at a given point in the 
coronary system, capillary rupture with its se- 
quelae occurring in the same region may pre- 
cipitate thrombosis; capillary rupture may ini- 
tiate thrombosis of a coronary artery by diffu- 
sion of blood from an intimal hemorrhage into 
the lumen, by necrosis or erosion of the intima 
from damage to its capillary circulation, or by 
retrograde capillary thrombosis. Feil, Cushing, 
and Hardesty*®® reported that of 34 cases of re- 
cent myocardial infarction in which necropsy 
was performed, the clinical and electrocardio- 
graphic diagnosis was correct in 28 (82%). 
Halbersleben™? reported a typical case of cor- 
onary occlusion, with autopsy, in a 28-year old 
white female. Lefkovits'’? found coronary artery 
disease twice as frequently in the hearts of dia- 
betic as in the hearts of non-diabetic patients. 
Falla and Davidson'** reported the fatal occur- 
rence of coronary thrombosis in a 25-year old 
white female while undergoing treatment for 
chronic pulmonary tuberculosis by bilateral arti- 
ficial pneumothorax; she died 18 hours after a 


August, 1939 


refill. Master, Dack, and Jaffe’! analyzed 35 
proved attacks of postoperative coronary artery 
occlusion in which they felt that previous coro- 
nary disease was probably present in every case; 
possible precipitating factors included surgical 
shock attended by a dimunition in blood volume 
and a drop in blood pressure, tachycardia, dehy- 
dration and infection, but bed rest was not 
considered a factor. Stewart and Turner’” 
found pericardial involvement in 48 (80%) of 
60 cases of coronary thrombosis examined at 
necropsy, but the process was localized in 75% 
of the 48 cases. Nichol’’® reported a case of 
acute coronary thrombosis with massive peri- 
cardial effusion necessitating paracentesis in a 
64-year old male. Reid*’’ stated that pressure 
on the brachial plexus (by cervical ribs, the 
scalenus anticus muscle, and tumors) may cause 
pain simulating either angina pectoris or coro- 
nary thrombosis. Schlesinger’* found, by an 
injection plus dissection study of coronary artery 
occlusion that anastomoses always develop read- 
ily whenever and whereever arteriosclerotic nar- 
rowing or occlusion causes obstruction in the 
coronary artery circulation; these anastomoses 
are localized to.the regions where they are 
needed. Kountz and Smith™® found that in the 
hearts of patients who have died of heart failure 
the coronary blood flow is diminished either ab- 
solutely, as in diseases of the coronary arteries 
and in dilatation of the heart, or relatively, as 
in hypertrophy. Gorham and Martin’ stated 
that in a group of 42 patients who had no pain 
in a fatal attack of coronary occlusion the males 
showed the peak mortality a decade earlier than 
the females, a history of preceding attacks of 
anginal pain and hypertension was not common, 
dyspnea was an outstanding symptom, and a 
pericardial friction rub was rarely heard. Wood, 
Wolferth, and Bellet’ indicated that in some 
patients with lateral infarction of the left ven- 
tricle there is very real danger of failing to rec- 
ognize the fact that a coronary occlusion has 
occurred because these patients frequently have 
auricular fibrillation; digitalis action may pro- 
duce a somewhat similar electrocardiogram, and 
the electrocardiographic signs of the lesion may 
disappear rapidly and completely. Baker and 
Willius'*? noted that women are less susceptible 
to the development of coronary thrombosis than 
are men, and that when it does occur among 
women it tends to occur later in life, 
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10. MISCELLANEOUS 


(a) Trauma: Robey’** stated that the develop- 
ment of symptoms which is necessary to place 
the responsibility of cardiac damage on the in- 
jury from an industrial or compensation stand- 
point are in brief: an injury to a healthy per- 
son who was able to pursue his occupation pre- 
viously ; the development of cardiovascular symp- 
toms that would aggravate an existing lesion or 
damage a normal heart; and the time between 
the injury and the onset of pain, dyspnea, and 
rapid or irregular pulse must be short. Barber*** 
pointed out that direct violence to the chest 
wall may rupture the heart muscle, causing 
death, or may cause death without obvious heart 
injury; or it may give rise to the following 
clinical conditions: pericarditis, angina of effort, 
disorder of rhythm, lesion of a valve, or contu- 
sion of the heart muscle. Moritz and Atkins’®® 
stated that the pathologic characteristics of the 
scars of myocardial contusion and infarction are 
frequently identical, and the presumptive nature 
of their origin must be determined by historical 
data rather than by postmortem examination. 
Jones'?* cited the case of a 39-year old male 
operated upon 21 years ago for a stab-wound in 
the left ventricle (reported Ann. Surg., 65:120, 
1917); a laborer all the time, reexamination 
revealed no unusual findings. Bean'®’ reported 
four cases of accidental injury to the heart by 
needle puncture, which suggested that intra- 
cardiac injection of adrenalin and paracentesis 
of the pericardium for effusion are sources of 
grave danger. Mason, Graham, and Bush*”* re- 
ported the case of a 29-year old male who suf- 
fered a stab-wound in the left supraclavicular 
fossa and an arteriovenous aneurysm of the left 
subclavian vessels resulted ; he died on the fourth 
day from cardiac decompensation without surg- 
ical interference. Elkin*?® stated that the prog- 
nosis in wounds of the heart depends on the 
interval elapsing between the time of the in- 
jury and the institution of treatment, and on 
the postoperative complications, mainly infec- 
tions. Neimann and Fitzgerald**® reported the 
case of a 27-year old woman who, 16 months be- 
fore her death, had jumped through a window 
and sustained what seemed to be a laceration 
of the chest wall but never completely recovered 
from this accident; seven months later she was 
treated for a pericardial effusion; in the fourth 
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month of a pregnancy she developed symptoms 
of a cardiac decompensation ; after a spontaneous 
abortion she died, and at autopsy, a large piece 
of glass was found lying free in the right ven- 
tricle of the heart and extending through the 
tricuspid ostium into the right auricle. 

(b) Pregnancy: Danforth'*? stated that a 
woman with a cardiac murmur, whose heart is 
perfectly compensated, and who gives no history 
of recent decompensation, and who is carrying 
on the usual activities which make up the life 
of the married woman, will, in the great ma- 
jority of cases, go through pregnancy and labor 
without any cardiac trouble. Turino and An- 
thony*** reported that the average length of la- 
bor in 110 cardiac patients, followed through 
150 pregnancies, was not appreciably different 
from that in the non-cardiac patients; however, 
of eight mothers who died, five had no prenatal 
care. Hull and Hidden*** noted the clinical pic- 
ture of “toxic” postpartal heart disease to be 
that of congestive failure of moderate or extreme 
severity, the symptoms of which appear within 
a month after delivery in the majority of cases; 
in most of the 80 cases, heart failure apparently 
was not due to heart disease of the usual types 
but to factors that operated during pregnancy or 
shortly after its termination. Broustet and 
Mahon'** stated that in a certain number of 
patients the cardiac insufficiency, which was al- 
ready manifest during gestation, continues dur- 
ing the puerperal period; and that there are 
also women with cardiopathy who pass through 
pregnancy and delivery without trouble and in 
whom severe accidents develop during the post- 
partal period. Stander*®® reported a maternal 
mortality in unregistered cardiac patients of 26 
times that in those who registered in the clinic 
during the prenatal period. Thomson, Cohen, 
and Hamilton*** found that changes in the chest 
lead (anterior chest and left leg) during preg- 
nancy, especially those in the T-wave, are of no 
particular value in the diagnosis of heart dis- 
ease, 
(c) Nephritis: Rubin and  Rapoport** 
studied 55 cases of acute hemorrhagic nephritis 
in children and encountered severe myocardial 
damage in 14 of the patients; cardiac damage 
was an immediate danger to life during the 
acute stage, but the ultimate prognosis was good, 
as regards the heart. Garreton-Silva and co- 
workers'®® analyzed the cardiac disturbances in 
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36 cases of acute nephritis and concluded that 
vascular spasm, arterial hypertension, venous 
repletion and the infection causing the neph- 
ritis are factors responsible for the cardiac in- 
sufficiency. Feller and Hurevitz'*® considered 
two possibilities: (1) that acute nephritis is 
part of a widespread vascular disease which is 
occasionally sever enough to be called panarteri- 
olitis, or (2) that many patients who seem to 
have acute nephritis with cardic failure actually 
have panarteriolitis with involvement of the ves- 
sels of the myocardium. 

(d) Nutritional: 
cases of nutritional heart disease in which the 
diagnosis was made on the cardiac enlargement 
without accompanying murmur, negative results 
of urinanalyses, absence of sluggishness of re- 
flexes, a history of a deficient diet, and more or 
less rapid response to rest and sufficient food. 
Goodhart and Jolliffe’** support the belief that 
beriberi in all its manifestations is found in 
alcohol addicts in this country; among 65 alco- 
holics with symptoms of dietary deficiency there 
was electrocardiographic evidence of cardiovas- 
47% and clinical evidence 


Waring’*? summarized 13 


cular disturbance in 
in 32.3%. 

(e) Diphtheria: Leete’*? has discontinued the 
use of adrenaline entirely in the cardiotoxic cases 
of diphtheria because he found that the drug 
increases the number of extrasystoles and de- 
creases the cardiac efficiency. Burkhardt, Eg- 
gleston, and Smith™® made serial electrocardio- 
grams on 140 patients showing evidence of toxic 
diphtheria, and 28 showed changes in the trac- 
ings; complete inactivity was recommended for 
those showing the changes mentioned until the 
electrocardiogram has ample opportunity to re- 
turn to normal. 

(f) Carbon Monoxide: Stearns, Drinker, and 
Shaughnessy'** found changes in the T-waves 
and in the S-T segment in the electrocardio- 
grams of 22 cases of illuminating gas poison- 
ing, but paroxysmal auricular fibrillation may 
occur also. Beck and Suter'*® stated the im- 
pression that unless the patient dies in acute 
asphyxiation from carbon monoxide no harm 
results is erroneous; patients who apparently 
recovered from acute asphyxiation frequently 
have later manifestations which appear in from 
three to seven days or even ultimately have 
severe organic heart disease. 
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g) Others: Thienes and Butt'*® contend that 
experimental and clinical studies supporting the 
thesis that chronic tobacco or nicotine poisoning 
leads to degeneration of circulatory organs are 
poorly controlled and therefore of doubtful 
value. Hamburger’ stated that conduction dis- 
turbances of the heart, although not frequent in 
influenza, occur both early and late in the course 
of the influenzal infection, perhaps somewhat 
more frequently during convalescence. Laird*** 
investigated 65 cases of gall-bladder disease from 
which he gained the impression that infection 
of the gall-bladder is a definite etiological factor 
in the production of myocardial lesions com- 
monly found in these cases, and that the pres- 
ence of obesity, though almost certainly a factor 
in these cases, does not always explain the car- 
diac damage. Courville and Mason'*® observed 
24 patients with acromegaly, of which 18 (75%) 
presented evidence of marked heart failure, and 
six died of the failure. Clark?®® presented a case 
of serum carditis in a 20-year-old male with 
acute anterior poliomyelitis who died 12 days 
after the onset of the disease from serum sick- 
ness. Blumer and Nesbit**' cited the case of 
hemochromatosis in a 54-year-old with 
degeneration of the heart muscle who died from 
congestive heart failure. Segal’? found that 
cigarette smoking produces definite changes in 
the electrocardiogram, mainly an increase in the 
heart rate and a lowering of the T-wave; these 
effects occur mainly in people under 50 years of 


age. 


male 


5. PATHOLOGY 


Myocardial: Parkinson, Bedford, and Thom- 
son™® stated that cardiac aneurysms, which in- 
volve the left ventricle almost exclusively, are 
usually due to coronary occlusion with resultant 
infarction, and rarely to syphilis, infective endo- 
carditis, congenital defects, or trauma; signifi- 
cant clinical features are a history of coronary 
thrombosis, enlargement of the heart to the left, 
a normal or low blood pressure, distant heart 
sounds, and an electrocardiogram often indica- 
tive of anterior infarction (Ti type). Ball*** 
suggested that the best way to prevent the for- 
mation of a cardiac aneurysm in a patient who 
has suffered an acute coronary occlusion is to 
keep him in bed at complete rest for at least six 
to eight weeks, with careful restriction of ac- 
tivities, both physical and emotional, for some 
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time thereafter. Davidson’ reported a case in 
which an epithelial cyst was an incidental find- 
ing in the left ventricle of a 64year-old woman 
Bennett, Konigsberg, and Dublin’®® described a 
‘ase in which a primary tumor in the left aur- 
icle of the heart produced an unusual cardiac 
shadow in the x-ray; it was first thought to be 
an abnormality of the pulmonary conus or ar- 
tery. Larson and Sheppard'®™ reported a case of 
primary rhabdomyoma of the heart with sar- 
comatous extensions; the tumor, not diagnosed 
during life as it showed no symptoms, was on 
the lateral wall of the left auricle and hung 
down through the mitral valve into the left 
ventricle. Kaplan, Clark, and De La Chapelle’’* 
studied 42 cases of myocardial hypertrophy of 
uncertain origin, all associated with congestive 
heart failure; antecedent hypertension played a 
part in a third of these cases, and although it 
could not be excluded as a factor, its absence 
in the majority of other cases appeared probable. 
Strouse’’® reported a case of primary benign 
tumor of the heart, a myxoma of the right aur- 
icle, of 43 years’ duration in a man who died at 
3 from a rupture of the colon due to carcinoma. 


Encocardial and Valvular: Willius and Dry'® 
feel it is important to recall the fact that cal- 
careous aortic stenosis may be existent many 
years before the advent of failure, but when 
signs of failure supervene the response to treat- 
ment is disappointing and death occurs in a 
short time. Clawson, Noble, and = Lufkin'®! 
stated that the calcified nodular deformity of 
the aortic valve with stenosis is a clinical type 
frequently not diagnosed because of the common 
occurrence of sudden death and the lack of 
constaney of clinical symptoms. Berk and Din- 
nerstein'® studied 14 cases of calcific aortic 
stenosis and found that in certain cases of aortic 
regurgitation in which there are electrocardio- 
graphic findings of myocardial damage and no 
evidence of syphilitic or rheumatic heart dis- 
ease, & proper X-ray examination may reveal 
characteristic depositions in the aortic valves. 
Lesnick and Schlesinger’ stated that calcareous 
aortie valve stenosis is not always rheumatic in 
origin; in some cases the etiology of the lesion 
is probably in the nature of an arteriosclerotic 
degeneration. Friedewald and Mwing'™* studied 
72 cases of isolated aortic stenosis found in 
22,123 consecutive autopsies; the etiology seemed 
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impossible to decide with certainty, and although 
arteriosclerosis was the usual course, the isolated 
calcific aortic stenosis could also result from an 
inflammatory process and in some case from 
both. De Veer’® attempted to explain sudden 
death in aortic stenosis on the basis of a free 
cusp locking under the margin of the fused cusps 
during life, as demonstrated in one case of a 
59-year-old male with this lesion who expired 
suddenly. Wainwright*® reported two cases of 
intracardiac tumors, one involving the left side 
of the heart and the other the right; in one the 
tumor arose in the lung and entered the left 
side of the heart via the pulmonary vein; in the 
other a uterine tumor had reached the heart by 
prolongation through the inferior vena cava and 
entered the right side of the heart; in both in- 
stances, the tumor, unattached to the endocar- 
dium, extended through the A-V valve, seriously 
interfering with its function; in one case the 
classical signs of mitral stenosis were produced, 
while in the other the signs were interpreted as 
those of mitral insufficiency. 

Pericardial: Stewart, Crane, and Deitrick?™ 
studied the circulation in pericardial effusion 
and found that the decrease in cardiae output is 
due for the most part to interference with the 
inflow of blood into the right heart, and contrac- 
tion may also be impaired; increase in the 
amount of pericardial fluid is associated with 
progressive decrease in cardiac output and rise in 
venous pressure; the venous pressure falls rap- 
idly at first, and then slowly, to a normal level 
as fluid is removed from the pericardial cavity. 
Burwell and Blalock'®* stated that chronic con- 
strictive pericarditis is a disorder of the circula- 
tion characterized by striking and long-standing 
venous engorgement, by enlargement of the 
liver, by ascites, by weakness, and sometimes by 
edema. Stewart and his coworkers'® found that 
chronic constrictive pericarditis is usually asso- 
ciated with a decrease in cardiac output, eleva- 
tion of venous pressure, prolonged circulation 
time, and an increase in size and caliber of the 
peripheral venous chambers: after operation, in 
those cured, the measurements assumed normal 
limits. Lawrerce and Morton'?® reported sue- 
cessful partial resection of the pericardium in 
iwo patients with chronic constrictive pericar- 
ditis. Stewart, Crane, and Deitrick’™ studied 
absorption from the pericardial cavity in man 








192 ILLINOIS MEDICAL JOURNAL 


and found the pericardial fluid similar to blood 
serum in a patient with an effusion; for this 
reason the fluid could not readily pass through 
the subepicardial vessels into the blood stream, 
for the two systems (blood and_ pericardial 
fluid) were approximately in equilibrium. South- 
worth and Stevenson’’? described a patient 
showing congenital absence of the left leaf of 
the parietal pericardium, with an intrapleural 
window in the upper portion of the anterior 
mediastinum. Dick*** reported a case of an 
endothelioma of the pericardium in a 21-year-old 
male, ill seven months, and who had physical 
and x-ray evidence of a pericardial effusion. 
Boman" cited a case of primary sarcoma of the 
pericardium in a 27-year-old male in whom the 
physical and x-ray findings supported a diagnosis 
of pericarditis. Spear’’® reported five cases of 
fibrinous pericarditis following thyroidectomy. 
Stofer'’® described a case of tularemia of the 
ulceroglandular type in a 29-year-old female in 
whom pericarditis with effusion appeared as a 
complication; the patient made a complete 
recovery. 

Vascular: Weiss'™* reported two cases of dis- 
secting aneurysm of the aorta with unusual fea- 
tures; in the first case the dissection invaded the 
root of the aorta as well as the first portion of 
the left coronary artery and this ischemia re- 
sulted in acute myocardial infarction ; in the sec- 
ond case the patient suffered from hypertension 
and syphilis, and an old syphilitic aneurysm of 
the arch of the aorta coexisted with the acute 
dissecting aneurysm originating near the opening 
of the syphilitic aneurysm. Hamburger and 
Ferris*** noted that pain was not a prominent 
symptom in four of their six cases of dissecting 
aortic aneurysm ; four patients lost consciousness 
at the onset and all complained of weakness and 
dizziness. Collins and D’Alessio!”® reported a 
case of traumatic rupture of the thoracic aorta 
in a %3-year-old man who was struck by an auto. 
Claiborne and Holler*®® cited the case of a dis- 
secting aneurysm of the aorta in a 45-year-old 
colored male with a blood pressure of 270/160 
who lived 53 days after the initial onset. Delp 
and Maxwell'*! reported a case of rupture of an 
into the artery, 


aortic pulmonary 


which created an arteriovenous aneurysm with 
physical findings similar to congenital heart dis- 


aneurysm 


ease. Regester and Innes'®* recorded a case with 
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autopsy of a congenital stenosis (adult type of 
coarctation) of the arch of the aorta ina 19-year- 
old female, with death caused by a spontaneous 
rupture of the ascending portion of the aorta and 
resulting hemopericardium. Freedman, Higley, 
and Hauser'®* stated that a saccular aortic 
aneurysm may develop in the course of a few 
weeks and by its rapid increase may suggest the 
presence of a malignant mediastinal neoplasm. 
Parks'** reported three cases of aneurysm of the 
innominate artery and stated that the presence 
of a pulsating tumor above the episternal notch 
should make one suspicious of this aneurysm. 
Blakemore and King*** believe that a thoroughly 
clotted aneurysm may be inactivated indefinitely ; 
their method of clotting saccular and fusiform 
aneurysms by electhermic coagulation is safe and 
efficient. Kampmeier,'*® in a clinical study of 
633 cases of saccular aneurysm of the thoracic 
aorta, noted that the chief complaints were pain, 
dyspnea, and cough; and the common causes of 
death were rupture of the aneurysm and respira- 
tory obstruction. 
6. FUNCTIONAL DISORDERS 

Congestive Failure, Including the Use of Digi- 
talis and Diuretics: Sodeman and Burch'*? 
studied 100 cases of congestive heart failure and 
noted that the precipitation of the failure by a 
factor putting a strain on the heart acts as a 
forewarning of the existence of lowered cardiac 
reserve, so that with treatment and adaptation 
the patient’s life may be prolonged. McMichael**® 
found that the more significant facts of cardiac 
behavior in congestive failure are a diminution 
of the ability of the heart to respond to venous 
pressure increments, and the occurrence of venous 
congestion as a possible compensating mechan- 
ism and not as a passive phenomenon dependent 
on diminution of cardiac output. Altschule!*® 
stated that the fundamental defect in the patho- 
logical physiology of chronic cardiac decompensa- 
tion is a cardiac output which, in relation to the 
metabolic requirements of the body and to the 
venous return, is abnormally lowered, Williams 
and Rainey’? studied the causes of death in 
patients with congestive heart failure and noted 
that the duration of life after the onset of con- 
gestive symptoms has been distinctly prolonged 
in recent years due to the better control of edema 


largely by the intensive use of mercurial and 
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xanthine diuretics. Davis’®! discussed the role of 
rest and exercise in congestive heart failure but 
found no data to support the contention that 
exercise improves the capacity of the heart in the 
convalescent stage. The studies of Stewart and 
his coworkers’®? yielded additional evidence that 
a decrease in cardiac output which follows the 
giving of digitalis to human beings (normal and 
those having organic heart disease without con- 
gestive heart failure) is not a consequence of 
diminished venous return but a consequence of a 
decrease in the size of the heart due to the action 
of digitalis on it. McGuigan’®* found good physi- 
ologic and pharmacologic reasons why we should 
not always expect benefit from digitalis in in- 
fectious fevers; digitalis at higher temperatures 
is somewhat more toxic, but the increase in tox- 
icity is not enormous. Stewart and his cowork- 
ers'** stated that digitalis has the same action on 
the normal as on the pathologic heart: it de- 
creases the cardiac size which we interpret as an 
effect on tone. Allen'®® reported a case of acci- 
dental digitalis poisoning in a_ three-year-old 
child who developed vomiting and diarrhea 
within six hours and a slow pulse in 24 hours; 
the child recovered fully. Dry and Koelsche*®® 
reported a case in which too large a dosage of 
digitalis caused complete A-V dissociation; but 
despite profound electrocardiographic changes 
systemic toxic effects were entirely absent. 
Schulze’ pointed out that the anatomic lesions 
in the cardiac muscle which are produced by the 
toxic doses of digitalis are the cause of the in- 
creased sensitivity to further medication with 
digitalis. Travell, Gold, and Modell‘ con- 
cluded, from facts indicated, that increased sus- 
ceptibility to digitalis in cardiac infarction may 
be due to a change in the properties not of the 
whole heart but of an area with impaired circu- 
lation within the zone of the infarct. Gold et al! 
indicated that in cases of angina pectoris without 
congestion the likelihood is negligible that the 
use of digitalis will, by a direct action on the 
circulation, increase or diminish cardiac pain. 
Tincture of digitalis, according to Van Liere and 
Sleeth,*°° may be given immediately before or 
directly after a meal without any deleterious 
effect on gastric motility. Nylin®™ stated that in 
cases of considerable cardiac insufficiency the 
standard metabolism has been found to be appre- 
ciably increased; in cases without cirrhosis of 
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the liver, digitalis in large doses gives rise to a 
momentary increase in the standard metabolism 
and the blood pressure, and a reduction in the 
heart rate, followed later by a considerable reduc- 
tion in standard metabolism and blood pressure. 
Gouley and Soloff?°? reported two pertinent 
cases in which serious digitalis poisoning mani- 
fested itself by cardiac arrythmias, namely, nodal 
and ventricular tachycardia and A-V dissocia- 
tion, and these disturbances continued despite 
the withdrawal of the drug, probably due to spon- 
taneous redigitalization. 

Golden and Brams?** advised great caution in 
giving intravenous calcium with or shortly after 
digitalis, if absolutely necessary to give at all, 
since the margin of safety is narrow and the 
severe toxic effects cannot be foreseen or treated. 
McGuigan and Higgins?* found that calcium 
salts affect the heart in the same manner as 
digitalis, and their action is additive and danger- 
ous. Flexner? used mercurin suppositories as a 
diuretic and in 85% a diuresis ranging from 
1,950 to 8,750 ce. resulted in 24 hours. Caughey?” 
gave mercurial diuretics by rectal suppository 
(mercurin) over a prolonged period to two 
patients; 51 were given to one and 35 to the 
other without symptoms of rectal irritation. 
Alsever and Levine’ studied the immediate 
effect of a mercurial diuretic on the respiratory 
mechanism and found that the average increase 
in the vital capacity of the lungs 24 hours after 
the injection was 290 cc., accompanied by a 
prompt improvement in subjective symptoms of 
respiratory distress and a decrease in the signs 
of pulmonary congestion. De Graff, Batterman, 
and Lehman?°* demonstrated the superiority of 
mercurial diuretics combined with theophylline 
in producing diuresis, in decreasing local toxicity, 
and in increasing the rate of absorption. Hines’? 
study of the effects of diuresis by mercurials on 
the clinical course of congestive heart failure 
suggests a decrease in the duration of life after 
their use due to a high incidence of uremia in a 
series of patients with hypertensive and arterio- 
sclerotic heart disease, Volini and Levitt? 
found esidrone a very effective mercurial diuretic, 
non-toxic in a therapeutic dosage under proper 
indications. Evans?!t reported that vitamin OC 
increased the urinary output in each of eight 
patients with heart failure; an adequate amount 


of lemon and orange juice will provide this. In 
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treatment the deduction would be that all the 
tried measures employed in the salvage of the 
cardiopath are logical and advisable, but Gordon 
and Cohen*"* caution against too prolonged and 
potent digitalis administration and too sudden 
and severe diuresis, as each of these procedures 
has been followed by the onset of a psychical 
storm. 

Angina Pectoris: Levine*** stated that angina 
pectoris is a useful term, but should be confined 
to designate patients suffering from a peculiar 
type of distress in the chest or neighboring 
structures who are liable to sudden, unexpected 
death; the diagnosis depends almost entirely on 
the proper interpretation of symptoms, and for 
this reason, direct inquiry is often necessary to 
avoid overlooking many cases. However, Bourne 
and Scott*** stated that angina of effort is not a 
dangerous symptom in itself and patients do not 
die in the attack; danger is only to be appre- 
hended from the occasional occurrence of coro- 
nary thrombosis, from the results of coronary 
atheroma on the ventricular muscle, or other vas- 
cular accidents. Graybiel, Starr, and White??* 
suggested that in those occasional instances where 
attacks of angina pectoris are precipitated by 
smoking (“tobaceo angina”) the attacks are not 
the result of coronary vasoconstriction but the 
result of a sudden increase in the work of the 
heart as shown by the increase in blood pressure, 
or heart rate, or both. Robertson and Katz?"* 
developed a method, which consists of producing 
five-minute ischemia in the left arm by raising 
the pressure in a blood-pressure cuff to 50 mm. 
Wg. above systolic pressure, for inducing an 
anginal attack in susceptible patients with their 
permission, Shapiro and Smyth** noted transient 
electrocardiograhic changes during attacks of 
angina pectoris which were characteristic of 
acute coronary occlusion with the exception of 
their transient nature. Starr and his cowork- 
ers*'* estimated, by various methods, the work of 
the heart during and between attacks of angina 
pectoris and found it was significantly greater 
during the pain than when the patients were free 
from it; these results are consistent with the 
widely accepted view that cardiac pain is caused 
by situations demanding increased cardiac work 
when the heart’s blood supply cannot be increased 
correspondingly. Missal??? discussed methods of 


comparing electrocardiographic tracings after 
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rest, immediately after a measured amount of 
exercise, and at successive intervals after the 


exercise for obtaining objective evidence of myo- 


cardial ischemia (angina pectoris), where the | 


diagnosis otherwise would rest solely upon a more 
or less ambiguous history. Kdeiken and Rose**° 
reported the case of a 45-year-old woman who 
suffered repeated attacks of anginoid pain and 
also presented electrocardiographic abnormalities, 
hypercholesteremia, and a large intrathoracic 
goiter in the proximity of the aortic arch, 
subtotal thyroidectomy was followed by marked 
reduction in the frequency and severity of the 
attacks and eventually by their disappearance 
and the return of the electrocardiogram to nor- 
mal. Gallavardin?** stated that it is even possible 
certain hypertensive states provoke, especially in 
women, the appearance of an anginal syndrome 
which does not depend on coronary lesions. 
Wasch and Schenck? gave 65 patients with 
angina pectoris, not relieved by ordinary medical 
therapy, 2-12 series of high voltage roentgen 
therapy to the cervicodorsal and adjacent para- 
vertebral region for relief of pain; 44 (67.7%) 
were improved, as indicated by reduction in the 
number, severity, and duration of these attacks. 

Paroxysmal Tachycardia, ete.: Dozzi*** re- 
ported a case of transient nodal rhythm follow- 
ing the use of sulphanilamide. Stewart and his 
coworkers*** noted that the rapid regular and ir- 
regular rhythms in human beings are associated 
with a marked decrease in functional capacity of 
the heart, as measured by cardiac output per 
minute and per beat and the work of the heart. 
Coleman and Bennett?*> injected the right 
stellate ganglion with alcohol in a 46-year-old 
female who had attacks of paroxysmal tachy- 
cardia of the supreventricular type for 20 years; 
an apparent cure resulted. Sigler**® reported a 
case of Adams-Stokes syndrome induced by 
transient recurrent ventricular fibrillation: at- 
tacks occurred at intervals of about seven days 
and recurred as often as 20 times a day. Bain’s?*? 
patient, a 75-year old male, had nodal rhythm 
with retrograde heart block and reciprocal rhythm 
following a paroxysm of auricular flutter; the 
term was first used by Drury (1924) in a case of 
nodal tachycardia to describe a mechanism of 
the heart in which a single impulse from the A-V 
node gives rise to two ventricular contractions. 


Bernstein*** reported a case of complete A-V dis- 
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sociation following scarlet fever; the 18-year old 
boy. still under observation, had a complete heart 
block and cardiac decompensation. 

Sussman 
and Woodruff**® analyzed the records of 96 cases 
of auricular fibrillation which had been studied 


by adequate roentgenologic or postmortem exam- 
ination and confirmed the current impression 


Auricular Fibrillation and Flutter: 


that the size of the left auricle is not directly 
related to the presence of the fibrillation, Levy 
and Boas?*° in a comparative study of the actions 
of gitalm made in 86 ambulant patients with 
fibrillation, found that the effects, 
maintenance, and toxic reactions are the same as 
for digitalis. Rothstadt?** indicated that the 


prognosis in hypertension with paroxysmal 
auricular fibrillation is better than in hyperten- 


auricular 


sion with established fibrillation, other things be- 
ing equal, Rosenblatt**’ observed the first in- 
stance of paroxysmal auricular fibrillation in a 
55-year old male with pulmonary tuberculosis of 
20 years’ duration in which the only pathological 
condition found at autopsy was hypertrophy and 
dilatation of the right side of the heart. Dittler 
and McGavack?** reported a case of acute pan- 
creatic necrosis presenting pure auricular fibrilla- 
tion and flutter which simulated coronary throm- 
bosis; autosy failed to disclose any organic 
changes in the heart to account for the arrythmia 
which was probably initiated by reflexes originat- 
ing within the abdomen. 

Heart-Block: Master, Dack, and Jaffe?*4 
found intraventricular block, including bundle 
branch block, in 15% of 375 cases of acute coro- 
nary occlusion; congestive heart failure (92%), 
antecedent hypertension (77%), cardiac enlarge- 
ment (84%) and evidence of previous attacks 
were the rule; the presence of defective conduc- 
tion in coronary occlusion adds to the serious- 
ness of the prognosis, the mortality rate being 
W%, Flaxman*** noted bundle branch block 
graphically in 36 (4.58%) of 786 patients with 
hypertensive heart disease, but it appeared to 
have no definite diagnostic or prognostic signifi- 
cance in these patients; the prognosis of the 
hypertensive patient with bundle branch block 
was that of the underlying heart condition, par- 
ticularly in relation to the occurrence of conges- 
tive heart failure. Comeau, Hamilton, and 
White**® concluded that paroxysmal bundle 
branch block (without a very short P-R interval) 
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is as a rule a sign of serious heart disease, most 
often due to coronary sclerosis, but in some 
cases associated with rheumatic heart disease, 
diphtheria, and factors that cannot be clinically 
ascertained, Yater**? stated that bundle branch 
block is usually due to coronary arterial disease, 
either rheumatic or degenerative, or to hyperten- 
sion resulting in left ventricular strain and im- 
paired nutrition of the endocardium and the 
bundle branch. Gertz and coworkers*** reported 
a case of cardiac syncope due to paroxysms of 
ventricular flutter, fibrillation and asystole in a 
patient with varying degrees of A-V and intra- 
ventricular block. Yater**® found that bundle 
branch block is usually associated with bilateral 
branch lesions, although one branch is usually 
more seriously affected than the other and prob- 
ably usually determines the essential form of the 
electrocardiographic curve, Cutts and Roberts**° 
reported the case of a 65-year old male who had 
the unique combination of auricular flutter and 
2:1 and 3:1 left bundle branch block. Master, 
Dack, and Jaffe**t noted partial and complete 
heart block in 3.2% of 375 cases of acute coro- 
nary artery occlusion; the heart block appeared 
soon after the onset of the occlusion and usually 
lasted one to two weeks; it was associated with 
heart failure, cardiac enlargement, previous hy- 
pertension, coronary occlusion. 
Bishop*#* reported a case of transient, recurrent, 
complete left bundle branch block in a 68 year 


and previous 


old male who continues to lead an active life and 
only of late has had slight symptoms. Andersen*** 
reported a case of complete A-V block, in a man 
aged 20, which disappeared after two days’ 
treatment with atropine. Digilio?** cited the 
case of a 29-year old female who presented an 
illustration of a true reversible bundle branch 
block because of a gradual change in the electro- 
cardiographic picture following thyroidectomy 
rather than an abrupt reversion to a normal 
rhythm. Dubbs*#> reported a case of transitory 
complete heart block in a 72-year old male; the 
evidence suggests that coronary arteriosclerosis 
plays a major etiological role in this disease, but, 
with the exception of a few cases in which a 
vagal reflex seemed to be the precipitating factor, 
the immediate cause of the recurrent heart-block 
and of the ventricular asystole which is respon- 
sible for the Adams-Stokes syndrome is not 


known. Lueth?4* gave metrazol to four patients 
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with complete heart-block and the Adams-Stokes 
syndrome; two of them were geatly benefited and 
two were not; apparently the action of the 
metrazol is on the vasomotor and respiratory cen- 
ters, not on the heart. 


3507 Lawrence Avenue. 
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Marriages 


TrBoR CZEISLER, Freeport, I1l., to Miss Wanda 
Muzyn at East Chicago, Ind., in June. 

Paut JosepH Kaminski, Chicago, to Miss 
Dorothy Irene Marlatt of Danville, Ill., in June. 

Stmon J. Maypet, Chicago, to Miss Anne 
Koopersmith of Mendota, Ill., June 18. 

Rowtanp H. Musick, Mendota, IIl., to Miss 
Virginia Quinn of Shirley, June 10. 

Epwarp Youne Ross, Chicago, to Miss Mollie 
Mildred Luper of Columbus, May 7. 

CuarLes H. STuBENRAUCH, JR., Havana, II1., 
to Miss Louise Stiegemeyer of Champaign at 
Tuscola, June 26. 
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Josepit Epwarbd Sexton to Miss Loretta 
Sturdyvin, both of Champaign, IL, April 19. 

Kuity A, Svospopa to Mr. Thomas A, Roscoe, 
both of Chicago, July 8. 


Personals 


Dr. Harrison C. Blankmeyer has been ap- 
pointed superintendent of Health of Springfield. 

William H. G, Logan, D.D.S., M.D., has sailed 
for Europe to attend the meeting of the Inter- 
national Dental Federation, of which he is presi- 
dent. The meeting will be in Zurich, Switzer- 
land, July 23-27. 

Dr. Wm. F. Schaare was appointed Depart- 
ment Surgeon of the United Spanish War Vet- 
erans at the Department Encampment of the 
U.S. W. V. held at Quincy. 

Dr. John P. Roark, Bushnell, was honored at 
a combined meeting of the Fulton and McDon- 
ough county medical societies recently. Dr. Har- 
old M. Camp, Monmouth, secretary, Lllinois 
State Medical Society, presented Dr. Roark with 
a medal and a certificate of membership in the 
fifty year club of the state society. 

At a meeting of the Madison County Medical 
Society in Madison June 2 the speakers were 
Drs. James E. Graham, Springfield, “Back- 
ache”; Walter R. Fischer, Chicago, “Common 
Disorders of the Foot,” and Emil D. W. Hauser, 
Chicago, “Derangements of the Knee Joints.” 

Dr. Robert S. Berghoff was invited to conduct 
a heart clinic for the Macoupin County Medi- 
cal Society at Carlinville on July 25. The clinic 
was followed by a formal scientific meeting and 
discussion of the cases. 

Dr. Austin A. Hayden was elected to the 
Presidency of the American Society for the 
Hard of Hearing at their meeting in New York 
on June 11, 1939. He was also re-elected Chair- 
man of the Board of Managers of the Chicago 
League for the Hard of Hearing on June 21, 
1939. 

A symposium on “Neuromuscular Tension” 
was held at the meeting of the American Asso- 
ciation for the Advancement of Science in Mil- 
waukee, on June 21, Edmund Jacobson acted as 
Chairman. Among the speakers were Earle B. 
Fowler, Maurice H. Krout, and Professor Wal- 
ter E, Cannon (Harvard), who spoke extempo- 
raneously. 
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Dr. Paul H. Harmon, Chicago, Dr. Francis 
Phillips, Chicago, and Dr. Thomas D. Masters, 
Springfield, addressed the Medical Syndicate in 
'ampico, Tamps, Mexico, in a series of lectures 
extending from June 15 to 19, inclusive. 

These lectures respectively covered the field of 
orthopedic surgery, chest surgery and metabolic 
disease. The Medical Syndicate of this city and 
all other cities of Mexico cordially invite other 
medical men on a like mission. 





News Notes 


-—The first endowed fellowship in pediatrics at 
the University of Chicago has been established 
by a gift of $25,000 from the Benjamin J. Ro- 
senthal Charities. The endowment will provide 
an annual fellowship of about $1,000, it is re- 
ported. 

—The cardiovascular department of Michael 
Reese Hospital will conduct a full time course 
in electrocardiography, August 21-September 2, 
under the direction of Dr. Louis N. Katz, direec- 
tor of cardiovascular research. Reservations may 
be made on receipt of $10, which will be applied 
on the tuition, Additional information may be 
obtained from the hospital, Twenty-Ninth 
Street and Ellis Avenue. 

-—Members of the Department of Medicine are 
interested in the study of Essential Thrombo- 
cytopenic Purpura. Patients with this disease 
will be accepted in the Research and Hducational 
Hospitals without charge providing they are re- 
ferred by their physician. Letters should be ad- 
dressed to the Head of the Department of 
Medicine. 

—Dr. Normand L. Hoerr, assistant professor of 
anatomy, department of medicine, University of 
Chicago, has been appointed Henry Wilson 
Payne professor of anatomy and head of the de- 
partment at Western Reserve University School 
of Medicine, Cleveland. He will succeed the late 
Dr. Thomas Wingate Todd. Dr. Hoerr gradu- 
ated at the University of Chicago in 1931. He 
has been a member of the department of anat- 
omy since 1926 and assistant professor since 
1933. y 1a 
—The Educational Committee has arranged an 
exhibit on Infant Welfare for the Marshall Field 
& Co. window given to the Chicago Medical So- 
ciety for health education purposes. The win- 
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dow contains an incubator built by the NYA at 
Harrisburg. 

-About one out of every L100 school teachers 
in down-state Illinois is believed to have active 
tuberculosis, the state department of health an- 
nounced after studying the results of an exam- 
ination of 2,818 persons at three state normal 
schools. A tuberculin skin test, followed by 
x-ray pictures of all positive reactors, was em- 
ployed in the examination. The study disclosed 
twenty-six cases of active pulmonary tubercu- 
losis, giving a rate of about 9 per thousand 
among the groups examined. 

—The Chicago Medical Society will hold its an- 
nual golf tournament at Olympia Fields Coun- 
try Club August 2. The many prizes include 
the Chicago Medical Society Championship 
Trophy for the lowest gross score; the VanDer- 
slice Trophy, to be awarded to the officer or 
councilor with the lowest gross score; the Sisson 
Trophy to be awarded to and to become the per- 
manent possession of the doctor, whether mem- 
ber or officer, with the lowest net score, and the 
Hospital Championship Trophy, to be awarded 
to the hospital with the winning hospital four- 
some. This last prize is being awarded this year 
for the first time. 

-—Dr. Clarence O. Sappington, Chicago, received 
the first W. S. Knudsen Award for the most out- 
standing contribution to industrial medicine 
during 1938-1939. The award was made on the 
hasis of his book “Medicolegal Phases of Occu- 
pational Diseases.” Mr. W. S. Knudsen, presi- 
dent of the General Motors Corporation, made 
the presentation at the annual meeting of the 
American Association of Industrial Physicians 
and Surgeons in Cleveland June 7. Dr. Sapping- 
ton graduated at Stanford University School of 
Medicine, San Francisco, in 1918. He has had 
extensive industrial affiliations, serving, among 
other things, as assistant surgeon, U. 8. Public 
Health Service; medical director, western divi- 
sion, Montgomery Ward & Company, and direc- 
tor of the division of industrial health, National 
Safety Council, Chicago. Since 1932 he has 
been a consultant in industrial hygiene, indus- 
trial medicine and occupational diseases. He is 
said to be the first American to receive the de- 
gree of doctor of public health in the field of 
industrial hygiene, conferred by Harvard Uni- 
versity in 1924, 

—Dr. Raymond B. Allen, dean of Wayne Uni- 
versity College of Medicine, Detroit, has been 
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appointed executive dean of the Chicago colleges 
of the University of Illinois, effective September 
1, This position has been created to coordinate 
the educational and research activities of the uni- 
versity’s medical, dental and pharmacy units. 
The three colleges in Chicago will continue as 
separate entites, however. In the new execu- 
tive position Dr. Allen will be a direct repre- 
separate entities, however. In the new execu- 
whose office is on ‘the main campus at Urbana. 
Dr. Allen graduated at the University of Minne- 
sota Medical School, Minneapolis, in 1928. Le 
served as teaching fellow in anatomy at his alma 
mater from 1924 to 1927 and assistant surgeon 
at the Northwest Clinic at Minot, N. D., from 
1928 to 1930. He was associate dean in charge 
of graduate study at Columbia University Col- 
lege of Physicians and Surgeons, New York, 
from 1934 to 1936, when he was appointed dean 
of Wayne University College of Medicine. 

—Dr. Percival Bailey, professor of surgery and 
neurology, Department of Medicine, Division of 
Biological Sciences, University of Chicago, has 
been appointed professor of neurology and 
neurologic surgery at the University of Illinois 
College of Medicine. Dr. Hans Brunner, for- 
merly chief of the ear, nose and throat depart- 
ment at the Policlinic of Vienna, has been ap- 
pointed assistant professor of otolaryngology on 
a half time basis, Both appointments are ef- 
fective September 1. These newly created po- 
sitions are a part of the medical school’s ex- 
panded program in neuro-psychiatry under the 
direction of Dr. Eric Oldberg, now under way 
with the construction of a neuro-psychiatric in- 
stitute on the grounds of the Research and Kdu- 
cational Hospital. Dr. Bailey graduated at 
Northwestern University Medical School in 
1918. He has been professor at the University 
of Chicago since 1933. Dr. Brunner graduated 
at the University of Vienna in 1919, later serv- 
ing on the staffs of the University Clinic of Sur- 
gery, Vienna, and the Policlinie of Vienna. Dur- 
ing the year 1938-1939 he has been an intern 
in the Research and Educational Hospital. 





Deaths 


Bransrorp Lours ADELSBERGER, Peoria, Ill.; Wash- 
ington University School of Medicine, St. Louis, 1920; 
a Fellow A. M. A.; member of the American Urologi- 
cal Association; on the staff of the Methodist Hospital ; 
aged 44; died, May 9, in a hospital at Pekin of a 
cerebral hemorrhage. 
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Norton GeorGeE BECKER, Kankakee, Ill.; Northwest- 
ern University Medical School, Chicago, 1935; member 
of the Illinois State Medical Society; on the staff of the 
Kankakee State Hospital; aged 32; died, May 5, in 
Chicago, of subacute and endocarditis following a strep- 
tococcic infection of the throat. 

Epwarp B. Bresson, Chicago; Hahnemann Medical 
College and Hospital, Chicago, 1870; aged 91; died, 
April 11, in the Albert Merritt Billings Hospital of 
adenoma of the prostate with obstruction. 

Wittiam ANbREW Carter, Trenton, IIl.; Cincinnati 
College of Medicie and Surgery, 1892; a Fellow A. M. 
A.; aged 72; died, April 30, of pneumonia and heart 
disease. 

FRAZIER N. Cioyp, Danville, Ill.; University of Louis- 
ville (Ky.) Medical Department, 1893; a Fellow A. M. 
A.; on the staffs of the Lakeview and St. Elizabeth’s 
hospitals; aged 70; died, April 18, of acute nephritis, 
hemolytic streptococcus sore throat and acute otitis 
media. 

Rogert Catvin Cook, Springfield, Ill.; University 
of Louisville (Ky) Medical Department, 1909; mem- 
ber of the Illinois State Medical Society; pediatrician 
of the division of child hygiene and public health 
nursing, department of public health; aged 57; died, 
April 13, of coronary occlusion. 

CuHartes Appison E t.iott, Chicago; Northwestern 
University Medical School, Chicago, 1898; a Fellow 
A. M. A.; professor of medicine at his alma mater ; 
vice president of the American Medical Association, 
1927-1928; member of the National Board of Medical 
Examiners; member of the Association of American 
Physicians; fellow of the American College of Physi- 
cians; formerly a member of the medical council of the 
U. S. Veterans’ Bureau; on the staff of the Passavant 
Hospital; aged 66; died, June 26, of cardiovascular 
disease. 

Witmer Puerps Frazier, Carthage, Ill.; Rush Med- 
ical College, Chicago, 1897; a Fellow A. M. A.; sec- 
retary of the Hancock County Medical Society; served 
during the World War; aged 74; died, April 26, of 
pneumonia. 

Harry JosePH Frey, Belleville, Ill.; St .Louis Uni- 
versity School of Medicine, 908; a Fellow A. M. A.; 
on the staff of St. Elizabeth’s Hospital; aged 55; died, 
April 16, of biliary cirrhosis of the liver. 

Harry Korter, Chicago; University of Illinois Col- 
lege of Medicine, Chicago, 1933; aged 29; died, March 
31, of miliary tuberculosis. 

Rosatre M. Lapova, Chicago; Northwestern Uni- 
versity Woman’s Medical School, Chicago, 1898; mem- 
ber of the Illinois State Medical Society; aged 65; 
died, April 5, of arteriosclerosis and diabetes mellitus. 

James M. McManus, Menard, IIf.; St. Louis Col- 
lege of Physicians and Surgeons, 1899; managing officer 
of the Illinois Security Hospital; aged 62; died, April 
11, of diabetes mellitus. 

Witttam Joun Mever, Springfield, Ill.; National 
Medical University, Chicago, 1907; aged 65; died, 
April 29, in St. John’s Hospital of carcinoma of the 


intestine. 
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ApotpH G. Mize, Shelbyville, Ill.; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1897; member of the 
Illinois State Medical Society; aged 67; died, April 23. 

Joun W. Nicoray, Grayville, Ill.; American Medical 
College, St. Louis, 1899; aged 64; died, April 18, of 
heart disease. 

Cuar.es L. O’Brien, Chicago; Rush Medical Col- 
lege, Chicago, 1903; a Fellow A. M. A.; on the staff 
of St. Francis Hospital, Evanston, Ill.; aged 59; died, 
April 29, of erysipelas and pernicious anemia. 

FRANKLIN BENJAMIN Pearce, Eldorado, Ill.; Ben- 
nett College of Electric Medicine and Surgery, Chi- 
cago 1915; health officer; aged 64; died April 26 of 
Addison’s disease. 

BuENAVENTURA H,. Porruonpo, Belleville, Ill.; Col- 
lege of Physicians and: Surgeons, Medical Department 
of Columbia College, New York, 1889; a Fellow A. 
M. A.; past president and secretary of St. Clair County 
Medical Society; formerly chairman of the board of 
health of Belleville; on the staff of St. Elizabeth’s Hos- 
pital; aged 73; died, March 9, in St. Anthony’s Hospi- 
tal, St. Louis, of pneumonia. 

DorAN THERMAN Rue, Mattoon, Ill.; University of 
Illinois College of Medicine, Chicago, 1932; aged 32; 
was found dead, March 31, of an overdose of a drug, 
self administered. 

SAMUEL RussELL, Macomb, IIl.; Rush Medical Col- 
lege, Chicago, 1881; formerly mayor of Macomb; aged 
80; died, March 26, of cerebral hemorrhage. 

James McDonatp Scorr, Chicago; Rush Medical 
College, Chicago, 1896: on the staffs of the Mother 
Cabrini Memorial Hospital and the Frances Willard 
Hospital, now known as the Loretto Hospital; aged 
73; was shot and killed, April 24, by an unknown 
assailant. 

JEROME THOMPSON, Morrisonville, II; 
Medical College, St. Louis, 1878; aged 83; died, March 
7, of chronic nephritis, 

Everetr R. Urricu, Marine, Ill.; Jenner Medical 
College, Chicago, 1901; member of the Illinois State 
Medical Society; aged 60, died, April 11, of acute 
nephritis following influenza. 

Lestey Epwin Wa ttace, Thebes, Ill.; University of 
Louisville (Ky.) School of Medicine, 1922; aged 42; 
died, March 20, of an overdose of a hypnotic, self 
administered. 

Wactaw J. WawrzyNnski, Chicago; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1915; a 
Fellow A. M. A.; on the staff of the Norwegian 
American Hospital; aged 56; died, March 9, of rup- 
tured gallbladder. 

Epwin Cutter WILLIAMS, Chicago; Chicago Home- 
opathic Medical College, 1886; a Fellow A. M. A.; 
aged 74; died, March 9, of carcinoma of the bladder. 

WILLIAM WILLIAMs, Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1908; a Fellow A. M. A.; served 
during the World War; aged 56; died, April 5, of a 


self-inflicted bullet wound. 
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